


Ohanninq W. Baerett 
0. L. BoNiriEW) 

J. 'WESLEt'BoVEE ' ; 

W. W. Chipman , 

John Q. Clabk 
H. S. CeosseN . 
Thomas Cullen 
Edwaed P. Davis 
J. B. DeLee 
Bobeet L, Dickinson 
Palmer Findlet 
Robert T. Frank ■ 


ABvisoRY Editorial. BoXkd' 

GeUege .Gellhoen , 

‘ Albert - Goudspohn' ■ . 

' WiLLLAM; P. Graves ■ .. 
'Herman E. Hatd 
, Barton C. Hirst ' 

' E. JMll ; - • 

, J; G. Litzenbeeg - . • 

F. W.- Lynch 
Feanklin H. Martin' 

0. Jetf Miller 
George Clark Mosher 
Heney P. Newman, 


Geo.' H.. Noble •' 

. Reuben -Petebson - 
John Osbokn ‘ Polak - 
F. F. Simpson : 

■ Heney Schwab : , . , 

• : J. M. Slemons ■ ’ ; ' 

Hoivakd C. Taylor ' 
Thomas J.’ Watkins 
B: P. , Watson 
George Gray Ward 
J. Wh'itridqe Williamb . 


Official, Organ of 

THE AMERICAN GYNECOLOGICAL' SOCIETY 
THE AlimOAN ASSOCIATION OP -OBSTETRICIANS, GYNECOLOGISTS, 

AND ABDOMINAL SURGEONS ' 

NEW YORK OBSTETRICAL SOCIETY,; OBSTETRICAL SOCIETY' OF PHILADELPHIA; ■' 
BROOKLYN GYNECOLOGICAL SOCII^ • AND ST. LOUIS GYNECOLOGICAL SOCIETY,, 


' Editor, ; . ‘ , GEOKGE W. KOSMAK 
- ' Associate Editor, --HUGO EHRENFEST . . - V . 

PGBUSHED BY C. V. MOSBY COMPANY, 508 NORTH GRAND, BL^Vst. X,0UIS,-'-U. S. AI '--! 
Entered at the Post Offl'ce at St. Louis, Mo., as Second-Class Matter ■ . 


BARD-PARKER KNIFE 



Satisfaction-Economy— Convenience / ,• .'Ask your :deciler 


BARD-PARKER CO., Inc., 37 ^st Twenty-eighth Street, 


MEDICAL DIATHERMY -SURGICAL 
i li| DIATHERMY — ELECTRO-COAGULA- 

11 ly TION— AUTO-CONDENSATION-HIGH 

|| • : - I ' ' frequency— 

The methods of choice of those who have investigated! 

There Are Many Reasons Why 

better Physicians, Surgeons and Hos- 

^ pitals are installing Physiotherapy apparatus. . 

The Fischer Portable Hospital Diathermy Unit 

^ Efficiency — 4000 Milliamperes available. 

Sa5£^^®2‘: '‘'.'S'-'-X"' •* -^Av? Range— 4 Voltage steps; Jiighest Frequency. 

Control— Multiple Spark Gap; Auto-transformer. 

^ •/■»"-, Accurate Meter — Double scale and cut-out. 

" Perfect Insulation — No Oil, no Wax. 

’;■ •>• Light Weight — Weighs only 50 pounds. 

Neatness— Harmonizes with any surroundings. 
Econom>' — Full efficiency with small line wires. 

• / T> ^ t .1 T\- 4 l a . r' I > xt Small Size— 12" high. 14' wide by 22* long. 

A real Portable Diathermy Apparatus-Catalog No. 1251 Lqw Cost— only $275.00 for complete unit. 


RETURN COUPON ’ 0^ 

H. G. FISCHER & CO., 2345 Wabonsm Ave., Chicago, 111. 

Gentlemen: — 

Please send me. without obligation on my part, complete details on your Portable Hospital Diathermy Ap- 
paratus; and interesting data on Electro coagulation. 


5^1?:: :v;; 



} c, IVi. i’* 


; *w.«r — Yi XT ^ 

1 ^ I 


i 5 ^M..*T 25 ‘wDt: , n . 

“^gmetnin^^GP-BVer^Fuu^^ to rpirlember ' 




--.Jyl' 


3.^ Literature Upon, "Rjeqtiest 1=§-^ 

Surgical Sutures M<clash>ely 

211~H21 Daffield Street Brooklyn, N.Y. U.S A. 


COPYRIOMT JULY 1923 DS.G INC 


ADVERTISEMENTS 


5 



^ The gynecological patient needs something more done for her 
after the skilled surgeon or specialist has finished his work. 
She needs blood building and muscle building, improved metabo- 
lism and better nerve tone. Especially she needs training of the 
bowels to normal action without drugs. 

^ Physical reconstruction by normal biologic living under the 
supervision of experienced physicians and by well trained at- 
tendants has restored hundreds of invalid women to health and 
usefulness. 

^ The Battle Creek Sanitarium offers superior opportunities for 
cases requiring this sort of institutional care, under pleasant 
surroundings. 

Address Room 391 

BATTLE GREEK SANITARIUM 

J. H. KELLOGG, M.D., Supt. — , Battle Creek, Michigan 
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TPHE calamity of unsterile goods in sur- 
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is a nuisance. 
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come out absolutely drj'. Send for more details. 
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"Every patient loohs 
for a sterilizer.” 

CASTLE 

SierilizcTS for Physicians, \Dentists and Hospitals 
Wilmot Castle Go., 11*16 University Ave., Rochester, N. Y* 



CONTENTS— Contmued 

(Continued from page 6.) 

InsulTIntlon of ‘Ct<>rus and Fallopian Tubes. Keport of GOO Cases Ex- 


amined by the Rubin Method,. By Br, Albert H. Aldridgre 112 

Radiogrraphy of Closed Fallopian Tubes, By B'illiam T. Kennedy US 

Obstetrical Society of Philadelphia, Mcetins: of February 1, lf>23 US 


A Study of the Results in Face Presentations. By l>r. Alice AVold Tallant IIG 

Fibroid Tumors Complicating Pregnancy and Their Treatment. By Br, 

George W. Kosmak 120 

Processes of Tubal Pregnancy. By EUicc McI>om\ld 121 

Keu' York Academy of Medicine, Section on Obstetrics and Gynecology, Stated 

Meeting, February 27, 1923 

2sew Cystoscopc for Female Bladder and Urethra. By Br. Eynn Byle 

Fulkerson 12.) 

Bextroversion of the Uterus avUIi Congenital Absence of Ecft Fxillopian 
Tube, Ovary, Broad Bigamciitf Round Eigamont, Kidney and Ureter. 

Bj' Br, AValter Taylor Bannrentlicr 1^27 

Bcstccaficd Ovarj-; Its Use, Preparation, and a .Suggestion as to the Method 


of Standardization. X?y Br. Herman Sharlit 127 

Eimitations of Radiotherapy in tlie Management of Fibromyonia of tho 

Uterus, By Br. iTarnes A. Corscaden 129 

The Effect of Radiation on Fetal Bcvclopmont. By Br. Harold C. Bailey 

and Halsey J. Bagg 129 


Department of Reviews and Abstracts 

Collective Review — Views of Primitive Peoples Concerjilng the Care of Cord 

and Placenta. By Jonnthnn IVright, 3r.B., P/easan(vilie, X. Y. .. 132 


advertisements 


5 



€ Tlie gynecological patient needs something more done for her 
after the skilled surgeon or specialist has finished his work. 
She needs blood building and muscle building, improved metabo- 
lism and better nerve tone. Especially she needs training of the 
bowels to normal action without drugs. 

^ Physical reconstruction by normal biologic living under the 
supervision of experienced physicians and by well trained at- 
tendants has restored hundreds of invalid women to health and 
usefulness. 

^ The Battle Creek Sanitarium offers superior opportunities for 
cases requiring this sort of institutional care, under pleasant 
surroundings. 

Address Room 391 

BATTLE CREEK SANITARIUM 

J. H. KELLOGG, M.D., Supt. Battle Greek, Michigan 


CONTENTS TOE 


Original Communications 

Tho Ol*iliuuson Oppr«ation for Siisponsion of the ITortis, IJj* ’WiTiom P. 
Graves, M.l)., Poston, Mass 

The SorioloKleal PespousihlUty of Obstetrics and G.vneeoJo^y, Jiy O. Panl 
ICunipslonc, I*.A.C.S,» ProoUlyn, Js’. T 

Chaiipo*; In the Uterine Vessels Dnrlnp Projinnncy. Py O, H. Schwarz, 

and P. P. MoNalley, M.D,, St. Louis, Jfo 

TJio Tr<‘atment of ncnlf^n Uterine IletnorrhUKO by Irradiation. By AV, C- 
Biinforth, B.S., P.A.C.S., Evanston, III 

Jtesuseitatton in Alidomtnat Snrffery, By AV, AA'nync Bnbcoch, Phila- 
delphia, Pa 

TIio Incltlrnrp of CPi-virnl Erosion Folloninc: Normal Cliildlilrdi and Results 
Obtained with l.lie nirblnson 3Irtiiod of Treatarent. Hj- Wm. Kerwin, 
M.ll., St. Eoais, Mo ‘ 

Tlie niapnosis of norrterline Obstetrics. Ry Gcorce Clarlt Jlosber, M.D., 
Kansas City, Mo 

NepUrolltUiasis and rroKnancy. Ry Alme I'aiil ircliieck, .'If.D., Clilcaco, HI. 

Report of a Case of Enilometrltis Deridnnlis Rolyposn. By Earl C. Sajre 
Omniin, Neb ' " ’ 




6 


THE AMERICAN JOURNAL. OF OBSTETRICS AND GYNECOLOGY 



advertisements 


7 





'^EiiiMua//- 




'Jiic J^fnrlj cf a Gimf Ie!c ond Gir^t %diuniTIiemj)Citttc Sertice 


SO THE DOCTOR MAY KNOW 

These Reliable Statistics Demonstrate the Superior 
Results Obtained by the Use of Radium 
in the Treatment of 

CARCINOMA OF CERVIX UTERI 


Treated by Radical 
Abdominal Operation 

Reported from reputable Euro- 
pean and American Clinics 

34% of cases loere operable. 
20% loere actually operated. 

Of the 20% actually operated: 
18% suffered operative mortal- 
ity. 

19% are living after 5 years. 


Treated by Radium 

Reported from a large Eastern 
University Clinic. 

100 'fo of cases reported xvere 
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100%o were treated tvith less 
than 100 milligrams of 
Radium. 
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NONE suffered operative mor- 
tality. 


RADIUM effected as high a percentage of cures in the 
INOPERABLE cases as SURGERY alone in 
the OPERABLE cases. 

Our Medical Department will supply you literature regarding the use oj 
Radium in this and other conditions. IVe furnish skillfully designed Radium 
Applicators and instruction in their proper application. 
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Do you ever question 
your sterilizing methods? 

Every treatment or examination room 
needs a sterilizer that will prevent chance 
of infection from unsterile articles. If 
you did all your work at the Hospital you 
would never think twice about this danger. 

Now you can have that same surety 
with the use of Castle sterilizers. They 
are safe because they are made right in 
every particular — and have been for thirty 
years. They are a credit to any operator. 


*‘Every patient iooks 
for a sterilizer'* 


This No, 1416 has a 16’ 
instrument sterilizert and 
3‘gal. to a ter sterilizer. 
Neither sterilizer can boil 
drti. Three trap faucet 
allotps sterilization of 
icatcr in the gauge glass. 
SeJid for catalogue 
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OF THE ULTRA-SUN: 

Total exclusion of all biologi- 
cally destructive short wave Ultra 
Violet Rays. (290-220uu) . 

No glass filters or water cool- 
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SOj\rE FIINDAJilENTAL ELEIMENTS IN THE ADYANCEjMENT 

OP MEDICINE.^=' 

By John A. Sajipson, M.D., P.A.C.S., Albany, N. Y. 

T heodore ROOSEYELT is -well-known as a great statesman, 
tighter, big game hunter, explorer and forceful writer. lYhat he 
accomplished and what he was is a matter of liistory— but why? 
There were undoubtedly many factors which contributed to his suc- 
cess — his personality, energy, ability to acquire hnoivledge, to form 
opinions (make a diagnosis), and to convince others. A study of his 
boyhood days, as described by his biographers, shows us that he 
had two holibics which hc‘ pursued with constancy and with all his 
energy. One hobby was the .study of natural liistory, especially orni- 
thology. and the other ivas reading. Tliese hobbies wore not mere 
whims, Init were taken seriously by him as a boy. They were his 
cliief vocations then. In later years they furnished him with much 
recreation and pleasure, were never neglected, and in all of his under- 
takings were deliberately planned for. 

At the age of ten he opened a room in his home which he called 
“The Roosevelt jMuseum of Natural History,” and he later learned 
how to .skin and stufl’ birds. At the age of fourteen, when making 
a trip up the Nile with his parents, he was much more intere.sted in 
the birds than in the wonders of Egypt. He makes no mention of the 
])yramids in his writings, but records with enthusiasm that he found 

Note: The Editor .ncccpts no responsibility for tlie views and statements of 
.'lutliors as published in their “Original Communications.” 
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at Cairo a book wbicb greatly helped him, written by an English 
clergyman whose name he forgot, on the ornithology of the Nile. At 
the end of his freshman year at college he with H. D. Mills published 
a catalogue of the summer birds of the Adirondaeks, in Eranldin 
Countj’-, New York. He was elected president of the Natural History 
Society of Harvard. William Eoseoe Thaj’^er, in analyzing his career 
at Harvard, states that “he did fairly well in several unrelated sub- 
jects, but achieved prominence in one, natural liistory.” Roosevelt 
hoped Jhen to become a professor of natural history, but later gave 
up this plan in order to go into politics. 

His great interest in birds during his later 3 "ears is well shown 
bj”- the following incident related by Sir Edivard Grey in his address 
on recreation befoi'e the Haiwai'd Union, December 8, 1919. While 
Roosevelt was still president of the United States, Sir Edward Grey 
received a letter from Mr. Brj'ce, ivho Avas the British Ambassador at 
Washington during Roosevelt’s administration, stating that President 
RooseA'elt intended to travel as soon as he was out of office. “He was 
going to travel in Africa, to Ausit Europe, and to come to England, 
and he Avas planning his holiday so minutelj' as to time his Ausit to 
England for the spring, Avhen the birds Avould be in full song and 
he could hear them. For this purpose he Avanted it to be arranged 
that somebody Avho kneiv the songs of the English birds should go 
for a Avalk Aidth him in the countiy, and as the songs Avere heard, 
tell him u’^hat the birds Avere.” RooseA^elt carried out his plans and 
in Maj^ of the j^ear 1910 he spent a daj’’ Avith Sir EdAvard Gre.A', Avho 
Avas also an ornithologist, stud^ung English birds and their songs. 

The details of this trip alone Avith Sir BdAvard Gre.i^ are delight- 
fullj’^ told b}’’ the latter in the aboAm-mentioned address. RooseA'’eIt’s 
sister also refers to this trip in the biographj’^ of her brother. In his 
letters to her he Avrote Avith enthusiasm of the reception given him 
in England, but most of all he AA'rote Avith keen delight of his ‘ bird 
Avalk” through the Ncav Forest and over the adjacent loAvlands and 
uplands, Avith that felloAv bird lover, the secretary of foreign affairs, 
then Sir EdAvard, noAV Earl, GreJ^ 

In the studj' of ornithologj’^ as a boj* he learned to observe, I'ceord 
obseiwations, apph* himself in mastering the subject, and draiA' his 
OAA’n eonchisions. The mastering of that one subject Avas a Avonderful 
training in learning hoAA’’ to master others. In the studj^ of INing 
birds he realized the importance of the conservation of the natural 
resources of this countiy, for the sake of birds and for man. He AA%as 
a greater statesman because he Aims a great ornithologist and naturalist. 

I belicA’c four factors Avere largelj* responsible for his success in 
life: first, his personalit.A' ; second, his energ.v and persistence; third, 
the training in learning hoAv to acquire knoAA’ledge deriA’ed in large 
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part from liis pursuit of ornitliology ; and fourth, his ability to im- 
press people Avith his thoughts by his convincing speaking and force- 
ful Avriting, i.e., his ability to use the English language. 

The hobbies of Roosevelt Avere of great value to him as a states- 
man; the same ones Avould likeAAUse be of great value to a physician, 
for the habits and methods of obserAmtion, of recording observations, 
and arrhung at a diagnosis in the study of ornithology could easily 
be applied to the study of medicine, both ornithology and medicine 
being branches of biology. Physicians, as Avell as statesmen, should 
knoAV hoAV to use the English language. 

THE INFLUENCE OP HOBBIES IN GENERAL, AND ESPECIALLY BIOLOGICAL ONES 

Every child likes that form of recreation for Avhich he is best 
fitted, and by application he may become very proficient and excel 
his comrades. This often becomes his hobby and is a most important 
factor in his development. LikcAvise in his school Avork he iirefers 
the subjects for Avhieh he is best adapted and these become hobbies, 
even a form of recreation, as compared Avith others, Avhich he dislikes 
because thcj’ are difficult for him to acquire and in Avhich it seems 
impossible for him to become proficient. The hobbies of a boy need 
to be harnessed. At times they should be given free rein and en- 
couraged, in order that he may acquire the methods and habits of at- 
taining success in one subject. This he finds is accomplished bj' 
intelligent application and “sticktoitiveue.ss.” At other times they 
should be curbed, in order that they may not interfere AAuth other 
important duties. The mastering of one subject teaches him hoAV to 
master others. 

What applies to the boy also applies to the man. Nearly every 
business or professional man has tAvo sets of hobbies, one extramural 
(outside of his business or profession), and the other intramural (a 
part of his business or professional duties). The latter hobby is that 
particular phase of his Avork in AA'liich he is most proficient and Avhich 
he enjoys doing, even finding it a source of recreation as compared 
Avith other phases of his Avork, to Avhich be is ill-adapted and Avhich 
he realizes that be does less Avell. 

Extramural hobbies arc of many A'arieties. such as literatuj'c. art. 
music, golf, tennis, fishing, hunting, gardening, collecting of all kinds 
from stamps to antique furniture, and the study of the various branches 
of natural history. Itlen are serious in the punsuit of these hobbies, 
the golf enthusiast arranges his profe.ssional and business duties so 
that he may play golf, the fisherman or hunter fishes or hunts for 
only a feAv days or Aveeks in the year, but spends a great portion of 
the year in planning for the next trip. He lives in recollection of 
former trips and in the anticipation of tho.se to come. The collector 
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IS eonstauUy arranging and enjoying his collection and planning for 
the acquisition of new material. The most intimate friendships are 
often founded on a common hobby. 

Hobbies must be taken seriously, for they are not only an important 
source of recreation, but are also an important factor in the educa- 
tion and training of the individual. He puts his best efforts into 
the pursuit of his hobby and unconsciously forms habits and meth- 
ods which may be of great value in his business and professional career. 

Natural history offers a wonderful group of subjects in which 
children and adults may find hobbies, for intensive specialization, or 
just for the pleasure of dabbling in them as opportunity and mood 
may come together. There are also hobbies which maj’- be enjoyed 
to their utmost wherever the individual maj^ be, and especially near 
his home. They supplement all outdoor recreations, as hunting, fish- 
ing, canoeing, walking, camping, golf, motoring, and give an added 
zest to all of these. 

Plants have been collected and cultivated for ages, not only for 
the scientific interest in plants themselves, but also for the purpose of 
finding plants valuable as food, medicine, economic purposes, and dec- 
oration. Many of the older phj'sicians were interested in botany in 
order to acquire remedies for use in their profession, and also with 
the hope of finding some previously unknown cure for disease. Dr. 
Howard A. Kelly has presented us with a very attractive volume 
entitled. "Some American Medical Botanists.” In the introduction 
of this book he states that his contribution grew out of a lifelong 
interest in botany. Many present day physicians are interested in 
botany; some as collectors, enjojdug the outdoor recreation of gath- 
ering flowers and later analyzing them at home, the outdoor recrea- 
tion being of physical benefit to them and the studj'' and analysis of 
the specimens being of edueational value in forming similar habits 
in the study of disease. Others are investigators, studying wild plants 
in their natural habitats or transferring them to their gardens. Gar- 
dening is a wonderful source, of relaxation and education in the cul- 
tivation of plants and the study of their diseases. The principles 
of medicine may be applied to gardening, and vice versa. One of our 
well-known surgeons has successfullj’- applied the principles of surgery 
to the grafting of trees. The bacteriologist has taught the nursery- 
man that if he fails to cleanse his knife he may transfer blights due 
to bacteria to other trees, or branches of the same tree, and the infec- 
tion resulting will mar his work just as it mars the surgeon’s efforts. 
The botani.st who collects answers the question what — and can always 
remain a botanist, but the one who studies the life histoiw of plants 
and their struggle for existence, who answers the question luJiy, must 
become a naturalist in the broadest sense of the word. 
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The older ornithologists gathered their specimens as the botanist 
gathered his plants, and analyzed them. They have furnished most 
valuable scientific knowledge, and in the analysis of the gastric con- 
tents of birds they have helped determine which birds are beneficial 
and which are injurious to man. The present day laAvs fortunately 
prevent the indiscriminate killing of birds beneficial to man. The 
present day ornithologist studies birds in the field, using a binocular 
in order to bring the object almost within his reach. Clinical observa- 
tions have replaced the laboratory Avith its study of.the dead specimen. 
In order to identifj'- the bird he has to observe it in its natural sur- 
roundings and unconsciously he learns its habits and the loliy of its 
existence. 

The older entomologists gathered their specimens, identified them, 
carefully prepared, classified, and arranged them in roAvs in sealed 
cabinets to protect them from moths — but in recent years liA'ing in- 
sects have been carefully studied in order to determine their life his- 
tory and their relation to the rest of the Avorld and especially to man. 
The knoAvledge acquired from .such studies in determining the trans- 
mission of certain diseases marks some of the greatest contributions 
in medicine. 

The other branches of biolog}’’ offer just as attractive fields for 
recreation and study as those I have mentioned. Biology is the study 
of living beings, both plant and animal, including man, and medicine 
is but one of its many branches. Human embryolog}', anatomy, phy- 
siology, bacteriology, pathology, pharmacology, and clinical medicine 
are subjects Avhieh in their jiursuit differ in no Avay from similar sub- 
jects in botany and in the study of animal life, other than man. The 
training in one branch fits one for the study of the other branches. 
The child Avho folloAVs natural history as a hobb}^ is alread}* prepar- 
ing himself for the study of medicine. The ifiiysician Avho has any of 
these branches for a hobb}^ is unconsciousl}^ making himself a better 
physician. 

There are tAvo A’arieties of naturalists, the collector and the iin^esti- 
gator. One ansAvers the question tolmt and the other the question 
why. A A’ery good example of the former is shoAA'n by the folloAA’ing 
incident: In July, 1907, I AA^ent to NeAvfoundland. I did not have 
any definite plans other than to get aAvay from Avork and possibly 
find a good recreation ground. On board the steamer from Boston 
I met tAvo men also bound for NeAvfoundland, one a laAvyer and the 
other a principal in a boys’ school. They told me that they had 
planned to go up the Humber RiA'cr as far as the Big Palls to fish 
foi salmon. Salmon fishing in the summer and caribou hunting in 
the fall are the chief attractions offered by NeAvfoundland to those 
desiring recreation. As Ave became better acquainted they confessed 
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that the real object of their trip was not salmon fishing, but to collect 
beetles, and they were especially anxious to obtain some specimens 
of the species earabus meander. As a boy I had been interested in 
entomology, especially moths and butterflies, but I soon found that 
we had very little in common; for they irere distinctly coleopteiasts 
and very highly specialized ones, having very little interest in any 
insect outside of that gTOup. I have nevev seen colleetors so intense 
and thorough as they. At every opportunity, (and from Boston to 
Humbermouth, Newfoundland, the opportunities were many), they 
hunted for beetles. At Humbermouth I procured a guide and some 
provisions and went up tlie Humber River to the Big Palls, expecting 
to see them there later. I did not meet them until my return home, 
on the steamer from Hawksbeny, Cape Breton, to Boston. My flr.st 
question was, “Did you find earabus meander?” With great satis- 
faction one of the coleopterists produced from his pocket a bottle 
containing two or three specimens of this beetle. They did not risk 
carrying the much-prized specimens in their baggage. I next asked, 
“Where did you find them?” expecting that they were procured in 
the cliffs about the Big Palls of the Humber, or in the bogs of the 
interior. But no, they were found beneath stones or boards in the 
back yard of the house in which they had spent their first niglit in 
Newfoundland! It was distinctly backyard entomology. The back 
yard is an ever present and ever fei’tile, though oft neglected, field in 
all scientific research. I do not remember whether or not they reached 
the Big Palls of the Humber, or caught any salmon — and I have even 
forgotten the names of the coleopterists. 

These two coleopterists emphasized the value of thoroughness and 
nearby methods in collecting. They literally left no stone unturned in 
searching for the object desired. They were distinctly collectors, and 
most interested in what a specimen was and where it could be pro- 
cured. The why, the life history of the beetle, and its relation to the 
world in which it lived, was of little interest to them. The contribu- 
tions of a collector are of value, but not as great as that of an investi- 
gator. The coleopterist who remains a collector of beetles can always 
remain a coleopterist, but as soon as he attempts to solve the life 
histoiy of a species and answer the question why, he must broaden 
out and become a naturalist. I have been unable to find an account 
of the life historj^ or the tvliy of the earabus meander, but a verj’’ inter- 
esting description of the habits of another species of that genus (the 
earabus auratu.s — the golden gardener) may be found in “Social Life 
in the Insect World,” by J. H. Fabre. The methods employed by 
Pabre in the study of insects could be used to advantage by the .scien- 
tific investigator in medicine. 
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MEDICAE EDUCATION 

One of the most important duties of the nied.eal profession is that 
of medical education, our own education and that of others — students, 
nurses and the public, in order that all may cooiierate in the study, 
diagnosis, treatment and prevention of disease. All phases of this 
problem have deservedlj'^ received so much attention in recent years 
that one hesitates to add to the splendid and costly structure already 
created. It is not to the superstructure of medical education that I 
wish to add, but rather to the elements forming its very foundation, 
and with particular reference to the training and education of tiie 
physician of the future. The child, the possible future physician, 
must learn to observe closely, think clearlj^, and he able to convey 
what he has learned to others. In order to accomplish this I wish to 
emphasize the importance of hobbies in the study of natural history, 
as a means to this end — the living book of the great out-of-doors, with 
its fields, ■woods and streams, as a source of recreation and unconscious 
development in the clinical study of i>lant and animal life, and the 
future study of . medicine. The drawing of specimens obtained on 
these trips teaches the child to observe the more closely, and furnishes 
records of things oliserved. To convey this knoAvledge to others he 
must also write and speak clearly. Emphasis on the teaching of 
natural history, English, and drawing, in the primaiy grades of our 
schools, Avould be appreciated by such a child as a definite means 
to a better understanding and expression of things observed out-of- 
doors. A reason is found for classroom work and an intimate relation 
is established between the school (laboratory) and living (clinical) 
branches of biological (medical) education. Hobbies in natural his- 
tory, English, and drawing are the Amry foundations for better phys- 
icians, better citizens and better presidents, and as such should he 
followed and utilized during the entire life of the indiAudual Aidio is 
interested in natural history. They should be included in the cur- 
riculum of schools of all grades, including our colleges. 

Much discussion has arisen in recent years as to Avhat the recent 
college graduate should haAm acquired from his alma mater. It 
seems to me that there are certain things, at least, that a college edu- 
cation should accomplish for those students aa'Iio attempt to profit bA" 
the opportunities afforded them, namely: 

1. Enable the student to “find himself” — to determine Avhat he is 
best fitted to do, or AAdiat he may do fairly aa-cH. This is not necessary 
in all eases, as some students enter college Avith a definite idea as to 
the Avork they are to do after graduation. 

2. Give him further experience in the application necessary for 
the comprehension of any subject and in the analysis of information 
gained, in order to form opinions. 
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3. Help him to acquire a working foundation especially suited to 
his future work. 

4. Teach him how to speak and write the English language. 

It is not my purpose to belittle the value of the study of ancient 
languages as a means to a better knowledge of our own, or of foreign 
languages that we may keep abreast of the literature on any subject; 
or of mathematics as a training in mental gymnastics, or of such im- 
portant sciences as physics and chemistry, but rather to emphasize 
the importance of a continued study by the future physician of the 
various branches of biologj'- (of which medicine is but a part), and 
the means of expressing this knowledge in English and drawing; and 
finally the correlation of laboratory and living (clinical) studies, that 
the student may appreciate the value of each and the inseparability 
of both. 

To this end I would insist that every preraedieal college course 
should include the following: 

1. Special instruction in clinical biology, or natural history, with 
the requisition that each student shall present a thesis on some phase 
of the life history or social relations of some species of jilaut or 
animal, based on his own observations. 

2. Special attention in speaking and writing the Englisii language. 

I cannot emphasize this too strongly, because there are many phys- 
icians who are ' college graduates, with years of study of Latin or 
Greek, or both, and who are also graduates of medical schools requir- 
ing for their admission a reading knowledge of French and German, 
and yet they have never been required to learn the use of their own 
language. 

3. Instruction in freehand drawing, especially drawing objects ob- 
served in biological studies. College students are requested to make 
drawings of objects observed in the courses in biology, and medical 
students are also requested to make similar drawings in their courses in 
anatomy, histology and pathology, without ever having had any in- 
struction in the art of drawing, especially as applied to these subjects. 

The biologist may be interested in only one branch of biology and 
in only one phase of that branch. , Some graduates in medicine are 
interested in only one branch of medicine and in only one phase of 
that branch, but most physicians are clinicians who utilize the labora- 
tory branches as a means to a better ■ understanding of tlieir clinical 
work, or in order that someone else shall make their diagnoses for 
them. 

The so-called basic sciences, anatomy, 23h3'siology, chemistry and 
pathology, deservedly foi-m a most important part in the eurricnlura 
of the first two years of our medical schools. They are all indis- 
pensable for a better foundation in the study, diagnosis, treatment and 
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prevention of disease, bnt they are inseparable from each other and 
from clinical medicine. In order to be appreciated as such there must 
be a closer relation betiveen them and clinical medicine, not only as 
they are taught in the medical schools, but also in clinical work after 
graduation. The lack of interest, by many clinicians, even recent 
graduates from our very best medical schools, in that most important 
basic science, pathology, is most deplorable and is a reflection either 
on the fundamental fitness of the individual for his chosen profession, 
or on the manner in Avhieh pathology was presented to him when a 
medical student. The clinician, especiallj'- the surgeon, has a -wonder- 
ful opportunity to study living pathology, which the laboratory worker 
unfortunately rarely sees, except in experimental work on the lower 
animals. To do their best work and make their greatest contributions, 
clinicians should be fundamentally and eternallj^ pathologists, and 
pathologists should, at least occasionally, be clinicians. 

I believe there is another great danger confronting clinicians and 
medical students, at the present time. The finer diagnostic laboratory 
methods, especially the x-ray, are among the greatest contributions 
to clinical medicine in recent years, but we should be careful that 
they do not dim our vision, benumb our tactile sense, dull our hearing, 
and weaken our reason. Keen observation, appreciative palpation, 
percussion and auscultation, and also the responsibilities of making 
one’s own diagnosis, have been and ever will be the fundamental meth- 
ods in the .study and diagnosis of disease. These are always available 
and they must be most zealously safeguarded from neglect, both in 
the teaching and in the practice of medicine. 

THE AMERICAN GYNECOLOGICAL SOCIETY 

The constitution of the American Gynecological Society states that 
its object is to promote all that relates to the diseases of women, ob- 
stetrics and abdominal surgery. The society has a large and a most 
important field. The individual Avho is fortunate enough to be head 
of the department of obstetrics or gynecologj', or of both subjects, in 
a medical school or hospital, has a great opportunity and an OAmn 
greater responsibility — the two are inseparable. He should be a 
good executive, clever diagnostician, skillful operator, an excellent 
teacher, either himself a laboratory worker or so -well A-ersed in 
these subjects that he can intelligently direct these important 
branches, and finally he should be a “producer” and make con- 
tributions to our knoAvledge of obstetrics and gynecology. The 
men -who excel in all of these important branches of their depart- 
ment are rare. Fortunate indeed is the medical school or hospital 
which has at the head of these departments one ivho executes all 
of his duties fairly Avell and excels in a few branches, or even one. 
The branch in Avhich he excels is, or should be, his hobby, but un- 
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foituiiately liis rcspoiisibilities often eroivd out the opportunitj’’ to 
develop this hobby to its utmost. He realizes that he is judged not 
bj^ his strength, but by his weakness, and often spends most of his 
time and energy in vmrk which he is ill-fitted to do, and in which, 
he can never make any real contribution, at the expense of the branch 
or branches he does well. If he is a producer he is apt to attempt to 
make contributions on many subjects, rather than to .stick to the field 
in which he excels. He is afraid of public opinion and desires to 
appear versatile. 

I believe it is the duty of every man to make the most of his best 
talents, for that is the only way he can make his greatest contribu- 
tions. The Avork to udiieh he is ill-adapted should be turned over to 
his associates, and he should be satisfied udth a moderate iiroficienej’ 
in these branches. He may be accused of exaggerating the impor- 
tance of his hobby, and of neglecting other subjects, but that is of 
minor importance compared Avith the failure to make the most of the 
best that he has. These criticisms are temporary, but his real con- 
tributions are lasting. The individual is hampered by his responsi- 
bilities and by his limitations. A society such as ours is more for- 
tunate, both in its responsibilities and its opportunities, since it is able 
to meet responsibilities Avith opportunity. It contains men Avho excel 
in exeeutrte ability, diagnosis, operating, teaching and laboratory 
Avork. It desires their best efforts, each man according to his talent. 
If members Avill make the most of their individual ability, the society 
should be lenient Avith their shortcomings. I believe that it is of the 
greatest importance to the society that the fellows present their best 
contributions at our meeting-s, in order that the society may share the 
credit of these and that the published transactions may contain the 
best that American gynecology and obstetrics have accomplished. 

CONCLUSION 

The future of gynecology and obstetrics is inseparably united AA'ith 
that of medicine as a Avhole, and the greater the adA’aneeinent of 
medicine the greater the need of specialization, but alwaj’s in close 
contact Avith its other departments. The future of medicine is like- 
AA'ise inseparably united AAuth the adA'ancement of all the sciences 
Avhich in anj'’ Avay contribute to the studj’’, diagnosis, treatment, and 
prevention of disease. The most important factors in the adAmnce- 
ment of medicine are the education of our students, the greatest 
possible dcA^elopment of the indiA'idnal in that particular AVOrk Avhicli 
he is best fitted to do, teamAvork, and a constant cooperation Avith 
the related sciences. 

IMedical education must begin AA’ith the child. The child must learn 
to obsei'A’e closely, think clearly, and describe AA'hat he has seen ac- 
curately. ^Medicine is but a branch of biology, and the methods em- 
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ployed in tlie study of its other branches are similar to those used in 
the study of medicine. In all, close observation, clear thinking, 
and accurate descriptions are necessary. Hobbies in the sHidy of 
the various, branches of natural history furnish a child 'with the in- 
centive for out-door recreation and the clinical study of life in the 
fields, woods and streams. They also create a desire to learn more 
about these subjects from the study of specimens which he has col- 
lected, and also from the available literature. The hobby furnishes 
a reason for the study of natural history in schools and for the study 
of Enghsh and drawing to give expression to the knowledge gained. 

Hobbies in natural history and the study of natural history, Eng- 
lish, and drawing, in our primary schools, are the very foundations 
of medicine in the education of the future phj'sician. A broad in- 
terest in one branch of biology naturally leads to an interest in its 
other branches, including medicine. The more children become in- 
terested in biology, the greater the number who will study medicine 
later -with a better training and also a keener appreciation of the 
importance of the clinical and laboratory branches, and the insepara- 
bility of both. 

The pursuit of biology, English and drawing, should be continued 
throughout the entire education of individuals who are interested 
in natural history and biology. The branches of biology are many 
and the field in each branch is large and in some form it should never 
be omitted from the school and college curriculum. Its eontiuued 
study makes for better citizens, better presidents, and more and 
better physicians. 

The basic sciences, anatomy, physiology, chemistry, and pathology, 
and their close correlation with clinical medicine, that the student 
may realize the importance of each and the inseparability of all, are 
the very foundations of comprehensive education in our medical 
schools. Of these basic sciences pathology is the most important, as 
it furn'shes a definite understanding for the clinical .study of disease, 
namely living pathology; and the two are inseparable. 

Hobbies bring out the best efforts of the individual. The ability 
to use the Engli.sh language and either to illustrate or to appreciate 
the methods of illustration provides the best expression of these 
efforts. Hobbies and these methods of expression are the foundations 
for the greatest contributions of the individual in the advancement 
of medicine. 

d/edicfiu’, mchtcVuxg all of its specialties, can never reach a higher 
plane of excellence than that of the elements forming its foundations. 

ISO W.vsinxGTON' Avf.nl'k. 



RADIOGRAPHY OF CLOSED FALLOPIAN TUBES- 

To Determine the Location op Obstructions 

By William T. Kennedy, M.A., M.B. (Tor.), New York City 

^ I "'HE radio graphic study of the uterus and tubes following their 
extirpation, presented by Sampson,^ has given ns an extremely 
concrete picture of the blood supply of these organs, and has shoAvn 
us the danger of intrauterine applications with or without pressure 
when there is any break in the continuity of the uterine mucosa. 
Peterson,- clearly visualizing the uterus, tubes, and tumors of the 
pelvis and the abdomen by pneumoperitoneum and radiography, has 
introduced a classical method of diagnosing pelvic abnormalities. The 
insufflation of utei’us and tubes with carbon dioxide, as done by Rubin,® 
in a small, but quite a laudable number of women who have been ster- 
ile because of some tubal obstruction, has rendered them able to 
become pregnant almost immediately and in practically every case 
has enabled the surgeon to determine the patency or nonpateney of 
the tubes. Before the introduction of Rubin’s method it was clin- 
ically impossible to definitely confirm a diagnosis of occluded tubes 
and up to the present time the location of a preoperative obstruction 
has remained entirely to the surgeon when the patient’s abdomen was 
opened, and even he with both tubes before him, has found it diffi- 
cult to satisfy himself as to the condition of their canals. During an 
operation little time may be required or much time consumed en- 
deavoring to locate the obstruction. In the end the real occlusion 
could easily have been overlooked, which difficulty might well ac- 
count for the more or less discouraging results of salpingostomy per- 
formed even by skilled gynecologists. Furtlier, Rubin’s method has 
not lessened the surgeon’s task of locating the site of the obstructions 
in or about the tubes until the patient is on the operating table. This 
task I shall endeavor to eliminate by presenting a somewhat clear 
diagnosis of the sites of obsti'uction before operation. I have been 
filling the uterus and tubes with a 20 per cent solution of sodium bro- 
mide and have been radiographing that part of the genital tract 
which has received the fluid. The pressure in and the quantity which 
has passed into the cavity have been noted. The ampulla of the tube 

*Read by invitation at a meeting of the New York Obstetrical Society, Jan. 9, 1923. 

Note : — Following the reading of this paper it was learned that an article entitled “X-ray 
Diagnosis and Gynccolog>' with the aid of Intrauterine Collargol Injection." (Surgery, 
Gynecology and Obstetrics, April, 1915, p. 433) by Dr. I. C. Uubin, had been overlooked. 
Credit which should have appeared in the body of this paper is hereby acknowledged. 
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rendering a sliadoAv must be connected with the nterus by a iiatent 
isthmus even though the passage between contains no sodium bromide. 
If the ampulla of the tube does not appear on the radiograph an ob- 
struction must exist either in the isthmus of the tube or in the cornu 
of the uterus, or the tube has been previously removed. 

APPARATUS 

The apparatus used to pass sodium bromide solution into the uterus 
and tubes and to measure the quantity and pressure of the fluid is 
shown in the following diagram (Fig. 1). 



A — Compression bulb with release screw which is used to inflate the sleeve band of 
a sphygmomanometer. 

C — Mercury Manometer used with the sphygmomanometer. 

C — 25 c.c. Burette to measure the Sodium Bromide solution. 

D — Tap to control the passage of the solution. 

E — Uterine hollow sound with rubber washer (Bubin). 


PROCEDURE 

The rubber connecting tubes, the sound E, the burette C, the so- 
dium bromide solution, a bivalve vaginal speculum and a double 
tenaculum are sterilized by boiling. 

The apparatus is connected as in Fig. 1 with the sodium, bromide 
solution filling it from zero on the burette to the uterine end of the 
sound and the tap D is closed until used. 

The patient is placed upon a cystoscopic x-ray table for radiograph- 
ing the iielvis, ureters and kidneys. The Potter-Bucky diaphragm is 
used. A lead screen is used to protect the surgeon while the radio- 
graph is made. Pig. 2 illustrates this arrangement. 

Fig. 3 illustrates the lateral views and the corresponding vertical 
views of the different angles which the Rubin sound makes Avith the 
caA’ity of the uterus. When one knoAvs the clinical position of the 
body of the uterus the degree of flexion can be e.stimated. 
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Tile first ol a series o£ 20 patients was rndiograplied June 14, 192a 
Two cases have been omitted becanse the radiographs were to'o 
laiiit to loermit interpvetation. 

Of 18 cases herein described one had partially occluded and 17 had 
occluded tiibes as demonstrated by insufflation irith CO„ aceovding 
to the Bubin method before being radiographed. All patients were 
seen either one or two w'eeks following their radiograiihs, and the 
patient with partially occluded tubes was seen on two successive 
wmeks. None of these patients gave a history of pelvic simiptoms 
following examination. 



The uterus and tubes in the patient with partially occluded tubes 
(Case 1) cast no shadow. In Case 5 the uterus and tubes cast a 
shadow at the first examination (radiograph 10), but three wrecks 
later no shadow was obtained with three trials. In Cases 6 and 7 no 
shadow^s were obtained. Therefore no sodium bromide passed be- 
yond the internal os. All three cases had anteflexed, retrocessed uteri. 

In 15 eases (omitting Cases 1, 6 and 7), of W'^hich radiogi’aphs are 
here shown, 4 tubes are knowm to have been removed at operation, 
leaving 26 tubes to be considered. Of these 26, 8 do not appear in 
the radiograph because they are closed at the cornu of the uterus or 
in the isthmus, and the remaining 18 tubes are closed at or about the 
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fimbriae. The occlusions are respectively 30.8 per cent in tlie istliiniis 
and 69.2 per cent in or about tbe fimbriae. Of the 18 tubes casting 
shadows, 11 istliini cast a shadow but 7 cast no shadow, that is, 
18 isthmi allow the passage of sodium bromide solution and 11 or 
61.2 per cent cannot contract enough to empty their contents, while 
7 or 38.8 per cent can emptj^ their contents in either direction. These 



percentages are based upon a very small number of cases and may 
re.quire changing when a larger series has been examined. 

Cases 1 to 12 were married for jieriods A'arying from one to ten 
years and have never been pregnant. Cases 13 and 14 each has had 
an ectopic pregnancy only. Cases 15 to 18 each has had one or more 
intrauterine pregnancies. 

Five cases have been operated upon, one by Dr. Ward, one bj”- 
Dr. EaAvls and three by myself. 
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Each radiograpli lias a key in its corner shoiving the sodium bro- 
mide shadoivs. 

CASE REPORTS 

Case 1.- — J. il., 2G939. — Insufflation witli CO, — rate sufficient to raise the 
pressure 100 mm. in 20 seconds; first trial maximum pressure 200 mm.; no gas passed 
tliTOUgli the tubes. Second trial, maximum pressure ISO mm. when the gas began to 
flow through the tubes and continued at a pressure of 55 mm.; shoulder pains pres- 
ent. Diagnosis: partially occluded; age twenty-four years; married years; never 
pregnant. Numerous nonmotile spermatozoa present (unsatisfactoij specimen). 
Uterus first degree retroverted, slight thickening in botli adnexae. 



Fig. 4. 


Hadiogram (Fig. 4). — The body of the uterus and the position of the tubes can- 
not bo seen as the musculature of these organs has forced all the sodium bromide solu- 
tion into the right side of the culdesac. 

information except that at least one tube is patent and from the 
shadows one would expect the right. 

Dj-smenoirhea which frequently is associated uith an antcilcxed rctrocessed uterus, 
having a steuosed cervix, would easily be caused by the irritation of the menstrual 
blood extruded through the tubes into the peritoneal cavity. Further, when any ob- 
struction of the cervix occurs at menstruation, the uterus and tubes can force tho 
menstrual blood and epithelium into the peritoneal cavity, thus easily explaining 
wliat Sampson* considers a very important factor in the etiology of ovarian hematoma, 
lYlieu the isthmi are open and the fimbriae occluded the menstrual blood would dis- 
tend the ampullae and c.oiise pain. In acute cndocon-icitis, occurring about the in- 
ternal os, wlicn the discharge is rather profuse (gonorrheal) any purulent material 
escaping into the uterine cavity could easily be forced into tho peritoneal carity, ow- 
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iiig to the iiiflammatorj' obstruction of tlte iiitei'nal os. TJiis ivould easily explain 
the present conjecture that the gonococci enter the peritoneal cavity by passing, over 
the mucosa and not by way of the lymphatics. 

Case 2. — L., No. 26637, occluded, age twenty-two years, married two and one-half 
years, never irregnant. Spermatozoa present; nonmotile (unsatisfactory specimen), 
irterus infantile; adnexa negative. 

Hadiograms. — Figs, 5, 6, and 7 show the uterine cavity small and the axis of the 
body of the uterus about at right angles to the ceavical canal. "When the pressures 
were 40 mm. and CG mm. of mercury, no solution appeared in either tube, but when 
the pressure was raised to 200 mm. of mercury, the left tube became filled with the 
solution but the right received none. 

Diagnosis . — The uterine cavity is very small. Occlusions occur in the isthmus of 
the right tube and at or in the fimbria of the left. Left Icrdrosalpinx, small. 



Pie. 7 . 


Case .O.— S., No. 26716, occluded, age twenty-eight years; married ten years, never 
pregnant. Spermatozoa not examined. Uterus small, retrocessed, adnexa negative. 

Figs. S, 6, 10, and 11.— Uterine cavity 4 cm. by 3.5 cm. (medium size)— tubes ap- 
parently hang low on the broad ligaments and parallel with the axis of the utenis, 
hence arc lU'olapsed. Each tube is open at its isthmus. The right tube has a long 
slender canal and may also have an accessoiy canal. The left tube is very probabh 
a hydrosaljrinx. 

Diagnosis . — Left hydrosalpinx. Occlusions occur in both fimbiiao. 

Case 4. — F. W., No. 25.524, occluded age thirty-five years, married four years, 
had a dilatation and curettage two years ago — never pregnant. Spermatozoa nu- 
merous, nonmotile. (Specimen unsatisfactory.) 

Dadiogram . — (Fig. 12) Uterus small, no shadow of left tube — low shadow of the 
right liinbri.a. 








20 


THE AMERICAN JOURNAE OP OBSTETRICS AND GYNECOLOGY 


Diagnosis . — Uterus infantile, left istlmins occluded, right tube prolapsed, right Um- 
bria occluded. 

Case 5. — C. W., No. 26966, occluded, age twenty-seven years, married five years, 
husband had two children by his first wife ; patient was told she had salpingitis eight 
years ago. Has had a vaginal discharge for two years. Uterus small, anteflexed, re- 
trocessed adnexae negative. 

Tiadiogram. — (Uig. 13.) Uterus small, the axis of the bodj' of the uterus makes an 
acute angle with the canal of the cervix. • No right tube visible. A blurred ampulla 
of the left tube appears with a small canal leading to the uterine cavity. 

JRadiograin . — Three weeks later, no shadow. 

Diagnosis . — Anteflexion of the uterus ; right isthmus occluded, left fimbria occluded. 

Operative Diagnosis. — S/S/22. The right tube was closed at its fimbria, the fimbria 
being turned down and attached to the posterior wall of the broad ligament by a 



Fig. 10, 


small adhesion. The right isthmus, for a length of about 2 cm., was extremely small 
and had a core-like canal about 1% mm. in diamete.-. The left tube was closed at 
the fimbria, this fimbria being spread out over an ovarian cyst about d cm. in diam- 
eter and attached by an adhesion to the posterior wall of the broad ligament. There 
were a few filmy adhesions from the cervix to the posterior wall of the culdesac but 
these were not drawing the uterus backward. The uterus was normal in position and 
the anteflexion was not noted at th.e operation. It is probable that the uteiino mus 
culature may have relaxed under anesthesia allowing- the anteflexion to disappeai. 

Case G.— A. G., No. 31197, occluded, age twenty-four years, married four years, 
never pregnant. Hnsband not examined. Her complaint was not sterility but painful 
menstruatiou for four years. Uterus anteflexed and retroccssed. At operation 10/16/- 
22 it was found that the axis of the cervix was inclined about 76 degrees to tlic axis 
of the uterus. 

Itadiogram . — No shadow. 
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Case 7. — E. T., No. 22637, occluded, age tweiity-uiue years, married five years, 
jiever pregnant. Complaint, sterility. Utenis anteilexed and retrocessod. Operation 
three years ago ; dilatation and enrettage with stem pessary inserted. 

Radiogram . — No shadow. 

Case 8. — T. N., No. 26969, ocelnded, age twenty-six years, married six years, sper- 
matozoa not examined. Uterus underdeveloped. Adnexa thickened, left ovary cystic. 

Jicidiogram. — (Pig. 14) Uterus medium size with axis of body at right angles to 
the axis of the cervix. No shadow of the right tube, shadow for ampulla of the left 
tube. There is a very long slender canal from the left cornu of the uterus to the 
fimbria of the tube. 

Diagnosis . — Right isthmus occluded j left fimbria occluded. "Clubbed fimbria" 
of the loft tube. Constricted canal of the left tube. 



Fi.,'. 13. 


Case 9.— J. E., No. 27521, occluded, age twenty-seven years, married one year, 
never pregnant. Adherent retroverted uterus, thickened adnexa. 

Sadiogram.~{'S'ig. 15.) Uterus retroverted, each ampulla casts a shadow. 

Diagnosis. — Retroverted uterus; prolapsed right tube, occlusions occui at both 
fimbria. 

Case 10. — ^R. P., Private, occluded, married eight years, never pregnant. 

JiarUogram. — (Fig. 10.) Uterus small, no tubal shadows. 

Diagnosis. — Each tube occluded at its isthmus. 

Case 11.— I. C., No. 27532, occluded, age twenty-five years, married four years, 
never pregnant. Cervix stenosed. Uterus small and forward. Right appendage 
negative. Left appendage tender. Left chronic salpingitis with pelvic adlicsions. 
Semen tost, three examinations, no spermatozoa found. Prostatic crystals picscnt. 

Dadiogram. — (Fig. 17.) Uterus medium sized, shadow of nforus at right angles to 
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Fig. 17. 
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tlie cervix. No ampulla of the right tube visible. Loft ampulla and fimbria parallel 
nith tlio uterus, hence prolapsed, with fimbria in the culdesae near the pelvic wall. 
Sodium bromide in vagina. 

Diagnosis. — ^Modei-ately anteflexed uterus, right isthmus occluded, left isthmus 
patent. Left tube prolapsed in euldesac. Fimbria spread out, occluded and adher- 
ent. 


Ca.se 12. — M. I., No. 31428, occluded, age thirtj--one years, married 10 years, never 
pregnant. Complaint sterility and pain in lower abdomen for ten years. D. and C. 
ton years ago. Semen, normal number of spermatozoa with slight motility. Bilateral 
chronic salpingitis; fibroma uteri; anteflexed uterus. 

Dadiogram. — (Fig. 18) Uterus moderately anteflexed, both tubes parallel to the 
iitcvns, right ampulla showing but right isthmus distinctly absent. Left ampulla and 



Fifir. 20. 


left isthmus both showing. Bight tube larger than left and nearer its ro.spectivc pelvic 
wall. Depression on inner uterine wall about one third of the way from the intervml 
os to the right cornu. 

Diagnosis . — Moderate anteflexion o’f the uterus. Hight tube prolapsed, closed at 
fimbria and clubbed. Not a hydrosalpinx. Left tube closed at fimoria and moic 
adherent in the euldesac, not a hydrosalpinx. 

Operative Findings. — Nov. 23, 1922. Dr. Rawls. Both tubes were dilated for their 
outer seven eighths and wore buried by adhesions with the ovaries in the euldesac, 
which adhesions also closed their fimbriated ends. Both ovaries were normal. Ju-st 
above the internal os on the anterior right surface of the uterus, was a small fibioid, 
and a similar one on the left jiostorior surface of the uterus near the horn. Hieie 
was no stenosis of the ecrvi.x although it was rather short in length with the uterus 
anteflexed upon it. 
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CASE 13. — Private, occluded, age thirtj--cight years, married seventeen years. Had 
an ectopic pregnancy in tlie right tube thirteen years ago. Tube removed by opera- 
tion, uterus retroverted, adnexa negative. 

Badiogram. — (Fig. 19.) Uterus small, retroverted, no shadow of the right tube, 
left tube very small with a closed fimbria. 

Diagnosis . — Ketroverted uterus, right isthmus closed (tube resected). Left tube 
probablj' rudimentary in character with a clubbed closed fimbria (small hydrosalpinx). 

Case 14. — S.^ M., No. 27109, occluded, age thirty-four years, married two years. 
Eight ectopic pregnancy one and one-half years ago. Tube removed by operation. 
Pelvis negative. 

Badiograms. — (Figs. 20 and 21.) Uterine cavity apparently in the same straight 



T^ressuft .SOO '^r>t-A{ercort(. 


Fig. 23. 


line as the cervical canal. Medium sized cavity, no shadow of the right tube. 
Shadows show a rudimentary left tube with its fimbiia closed. 

Diagnosis . — ^Eight tube absent, left tube rudimovtm} and closed at its fimbiia. 

case 15.— B. B., No. 308-49, occluded, age thirty-three years, married five years; 
one pregnancy tlnee years after marriage which ended in a spontaneous aboition at 
four months. Was a widow one year. Bc-married and has been living with second 
hnsband for five years. No further pregnancy. No spermatozoa examination as hus- 
band did not so desire. Uterus indefinite. Both adnexa thickened. 

Eadiograms. — (Figs. 22 and 23.) Uterus normal position, medium size. There 
are shadows of the ampullae of both tubes. Tubes arc parallel with the axis of the 
body of the uterus, lienee they arc on the posterior wall of the broad ligament, pro- 
lapsed and clubbed, neither is a hydrosalpinx. 

Diagnosis . — Both tubes prolapsed and both fimbri.a closed. 

Operative Diagnosis. — Aug. 4, 1922. Utcros was forward in position and normal 
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in size. Eacii tube was elub-sliaped, occluded at its iimbvia and fastened to the 
posterior wall of tlie broad ligament near its pelvic extremity by rather firm adhesions. 
The poritonciim immediately posterior to the uterus was entirely free from adhesions. 
Both ovaries were normal. 

Case 16. F. E., F'o. 266669, occluded, age thirty-six years, married ten years. Dila- 
tation and curettage eight years ago. One spontaneous abortion seven years ago. 
One full term pregnancy six years ago. Uterus retroverted and rotroeessed. Bight 
ovary prolapsed and tender. Left adnexa thickened. 

Badicgram. (Pig. 24.) Uterus appears retroverted, right tube casts a shadow 
reaching out to the pehne wall. Left tube shows a shadow near the uterus parallel 
uith the uterine a.vis in its proximal portion, tiien turns laterally towards the pelvic 
wall. 



Fig. 26. 

Diagnosis . — Tubal canal small, each tube occluded at its fimbria, left tube pro- 
lapsed. 

Case 17, E. L. No. 27524, occluded, age thirty-two years, manied twelve years, 
two children eleven and ten years of age. Abdominal operation eight years ago. 
Cervix amputated but still slightly eroded and hypertrophied. Uterus enlarged. 

Ftadiograms . — (Pigs. 25 and 26.) Uterus normal in position, large, no shadow of 
cither tube apiiears. 

Diagiiosis . — Bilateral sali^ingectomy has been done. 

Case IS. — C. D., No. 31479. Age twenty-nine years, married thirfecn years; became 
pregnant one month after marriage but lost this pregnancy at seven months and 
has never been inegnant since. Husband died. Patient was widow then for one year 
and has been married again for two years. 

I'adiograin . — (Fig. 27.) Uterus moderately large and in position, no shadow of 
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right tube visible; shadow of isthmus and ampulla of the left tube with distal portion 
of the shadow faint, .because the sodium bromide solution was diluted. 

Diagnosis . — Uterus normal in position, cavity large, right isthmus occluded, left 
tube has a small hydrosalpinx at its distal end and is occluded at the fimbria. This 
tube is prolapsed and lies toward the pelvic wall. 

Overaiive Ftiidiiips.— Nov. 2S, 1922. Dr. Ward. Both adnexa were buried in ad- 
hesions. Loft tube converted into a small hydrosalpinx, containing clear serum-like 
fluid, was behind the uterus. Eight tube had a small nodosum at the uterine horn, was 
chronically diseased and closed. 



Tig. 27 . 


CONCLUSIONS 

1. In view of Sampson's tvork no radiogram should be made in any 
case where there is evidence of bleeding. 

2. Tlic degree of flexion of the body of the uterus can he determined 
if one know.s the position of the uterus. 

3. The infernal os can withstand a pre.ssure of 200 mm. of mercury 
in the cervical canal without its musculature allowing the pa.ssage of 
any .solution into the uterine cavity. 

4. Tliat many isthmi. wliilc permitting the sodium In-omide solu- 
tion to pass through their canals can overcome a pressure of 200 mm. 
of mercury and expel their contents in either direction. 

5. That 30.8 per cent of the tubes examined were occluded at the 
isthmus and G0.2 per cent were occluded at the fimbria. Of the 
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tubes casting a sbadoAv 61.2 per cent of the istlimi appear and 38.3 
per cent do not appear. 

6. That a radiogram obtained according to the above method, when 
one tube is, or both tubes are, patent or partially occluded is, 

a. That probably only one tube is open, in which case practically 

all the sodium bromide would be seen in that side of the 
pelvis. 

b. That when the cervix is tightly closed the uterus and tube 

(or tubes) completely empty their fluid contents into the 
peritoneal cavitj’-. 

7. That the surgeon is able to determine the following points be- 
fore opening the abdomen: 

a. The length, breadth, position and direction of the canal of 

any tube easting a shadow. 

b. The exact site of the occlusion, Avhether at the fimbria or in 

the isthmus. 

c. Whether a tube, open at its isthmus and closed at its fimbria 

is empty and simpty clubbed, or is filled with fluid, such 
as hydro- or hematosalpinx. 

d. Whether an operation to overcome the obstruction and thus 

remove the sterility might hopefully be done when at least 
one isthmus is open, or might be almost useless when both 
istlimi are closed. 

8. That a study of the sterile woman having no active cervical or 
tubal inA’’olvement should be initiated with carbon-dioxide insuffla- 
tion (Rubin). If an occlusion is determined, the uterus and tubes 
should be radiographed as herein described to determine the points 
of occlusion, and provided the husband is normal, a salpingostomy 
may be done with some hope of success, if the occlusion is at the fim- 
briated end of the tube. 

I desire to express m.v gratitude to .Dr. George Gray Ward, Chief 
Surgeon of the Woman's Hospital, for the prhdlege of undertaking 
this study and placing material at my disposal for its development, 
to Dr. A. H. Aldridge, Resident Obstetrician at the Woman’s Hospital, 
for his hearty cooperation in insufflating these cases previous to their 
being radiographed, and to Mrs. C. A. McIntosh, technician, for her 
painstaking technic. 
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DESICCATED OVARY; ITS USE, PREPARATION AND A SUG- 
GESTION AS TO A METHOD OP STANDARDIZATION'"^ 

By Herman Sharlit, M.D., James A. Corscaden, M.D., and 
Wm. G. Lyle, M.D., New York City 

(From the Uarriman Fesearch Laboratory aiid Pathological Laboratory Boose- 
velt Hospital, and Section of Gynecology, Vanderbilt Clinic, Department of Gyne- 
cology and Obstetrics, College of Physicians and Surgeons, Columbia University, 
New Yorh.) 

D espite the extensive use of ovarian products in therapy healthy 
skepticism as to the presence in them of a genuine therapeutic 
principle still exists. That this should be so is not beyond what ought 
to be expected; and this for the following reasons; (1) our knowledge 
of ovarian function both alone and in concert with the integral physi- 
ologic activity of the female animal is still meagre ; (2) ovarian dys- 
function is still a nosologic enigma (excepting the menopause syn- 
drome) and the opinion that this or that group of symptoms is the 
result of ovarian disturbance still carries Aveight primarily by virtue 
of being voiced ex-cathedra; (3) assuming the presence of a thera- 
peutic principle or principles in the ovary virtually nothing is knoAvn 
of its chemistry and hence no certain definite measures can be taken 
in the preparation of .the gland to avoid destruction of them; (4) 
in the preparation of the organ for therapy some products may be 
inert, others active and an indiscriminate use of them all leaves the 
sum total of clinical deductions zero. 

The subject matter of this report cannot Ave belicAm be looked upon 
as a study in endocrinology. In substance, Avhat Avas done Avas simply 
to administer to a group of Avomen selected on the basis of a single 
symptomatic manifestation an organic pOAvder derwed from OAmrian 
gland after submitting the gland to a A^eiy distinct and controlled 
series of physical conditions. We might suggest that Ave find our- 
selves in a position quite unlike the inA'estigator in endocrinology. 
Such an inA'^estigator is thoroughly conA'ersant Avith and faithfullj^ 
attentive to every minutiae of clinical detail and differentiation, but 
his- knoAvledge of the endocrine products he uses is usually limited 
to the information on the bottle containing his preparation. We are 
most concerned Avith the label on the bottle and have fashioned our 
study to meet that paramount concern. That portion of this report 
that appears as pertaining to endocrinologic theory and practice is 
offered as explanatory of the rationale of the study and investigation 
that gives this report its being. 

and 27’? Gynecolo^- 
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The ovaries serve a dual function. The prime gonadial function 
is that of germiilasni perpetuator and transmitter. The menstrual 
cycle is a part of the physiologic mechanism related to germplasm 
transference. The ovaries contemplated as somatic organs have as 
their second function that of controlling the secondary sexual char- 
acteristics, so-called. This duality of function must be constantly 
borne in mind since it strikes at fundamental principles both in our 
attitude toward gynecological sjunptomatology and therapy. Med- 
ical opinion has never been that the individual to maintain health 
must either possess or exercise his or her prime gonadie function. 
It follows, therefore, that all gynecological symptoms referable to 
this function are not necessarily manifestations of disorders. ^Ye 
cannot, we take it, regard sterility and persistent amenorrhea not 
ensuing from local malformations, inflammatory or neoplastic diseases 
as evidence of disease in the individual. With the application of 
ovarian therapy to this phase of ovarian deficiencj^ we are not at 
present concerned. The use of desiccated whole ovary for idiopathic 
amenorrhea and sterility has in our experience been productive of 
nothing but disappointments. To our knowledge there is no evidence 
extant that is at all acceptable pointing to an active therapeutic 
principle in the ovary — be it from the whole gland, corpus luteinn 
or ovarian residue — a principle referable to this prime gonadie 
function. 

The ovarian gland studied from the viewpoint of its secondary 
function promises much from the aspect of therapy. As regards this 
aspect of ovarian function — to which aspect all further observations and 
comments are confined — we can postulate syndromes of hyperfunc- 
tion, deficiency (hj^pof unction) and dysfunction. We have no desire 
to discuss these syndromes in their manj’- aspects but simply to point 
out that in a deficiency disease effective tlieraiiy can only be brought 
about by supplying the deficient chemical. Here the therapy is specific. 
When we speak of dysfunction we intimate tlie presence of an 
imbalance and we do not necessarily point to the character of the 
therapy. We might, therefore, hope to find in the ovary principles 
referable both to deficiency syndromes and imbalances. The former 
would necessarily be specifics and the latter quite likely non-specifics. 
We may if we wish refer to the deficiency princiiiles as “effectors 
and other principles as "regulators.” 

Where glandular extracts have demonstrable t^h a rmaco dynamic ac- 
tions as have those of the pituitary and adrenal glands, for example, 
biologic te.sts for the presence of their action can be used to gouge 
the concentration of the pliai-maeoclynamic principle in any giamlu- 
lar preparation. But a recourse is lacking for titrating glandular 
extracts devoid of known phai'inacodynaniie action. It must he strictly 
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borne in mind, however, that therapeutic principles need not neces- 
sarily have demonstrable pharmacodynamic action. 

No constant dependable or serviceable pharmacodynamic principle 
has yet been extracted from the ovarian gland. Its therapeutic 
principle or principles, if existent, must still be demonstrated in 
purely clinical fashion. The data so obtainable do not lend them- 
selves to anything beyond the simplest statistical tabulation. When 
dealing with phenomena that are subjective we abruptly encounter 
that group of critics who hypothesize circumstances that are in the 
domain of the psychiatrist. This is to say, if drug therapy is reputed 
to remove a symptom the question is immediately raised, if suggestion 
or some other purely psychic mechanism may not have been behind 
the effect. The advantage lies all ndth such critics for they cannot 
he categorically answered. 

On the other hand there is the danger of over emphasizing the value 
of facts acquired by standards of laboratory exactness. Relative to 
the va.st literature of endocrinology but two scientifically complete 
researches have resulted. We I’efer to the isolation and chemical 
identification of epinephrin with the establishment of which we asso- 
ciate the names of Takamine and Abel, and the Avork of Kendall in 
chemically identifying an active principle of the thyroid — thyroxin. 
No one Ave are sure Avill underestimate the value of these tAvo splendid 
researches. We do fear, hoAvcA’cr, that the tendency exists to over- 
rate the resulting status of our knoAidedge Avith respect to the physi- 
ology of the .suprarenal and thyroid glands. While no one considers 
the sum total of suprarenal function the elaboration of eiiinephrin, 
the tendency is gaining ground of regarding the thyroid as simply a 
thyroxin producer. Especially .since Plummer demonstrated that 
thyroxin is curatNe of the completely athyroidal state — myxedema. 
This indiscriminate substitution of a part for the AAdiole on bases 
still no firmer than mere speculation is most certain to tlnvart prog- 
ress. 

We may Avith profit carry in mind the significance of these facts 
Avhen systematically undertaking the study of tlie efficacy of ovarian 
therapy. Greatest promise lies in accepting established principles, 
in abiding liy tried formulae and in starting from clinical certain- 
ties. The Avhole is greater than any of its parts and if a therapeutic 
principle exists in any part of the ovary one Avould find it in the use 
of tlie Avhole gland. At any rate, it appears to us that a demonstra- 
tion of the absence of a therapeutic principle in the Avhole gland 
Avould be proof of the absence of it in any part of it. We ought, at 
least, to begin Avith the study of Aidiole gland therapy as offering the 
greatest promise. The therapy, furthermore, ought first to be applied 
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to a clinical entity generally aeeeiited as bound np with a disturbed 
ovarian function; naturally the menopause sjoidronie. 

An analysis of the clinical syndrome associated Avith approaching 
menopause (and following artificial menopause as well) offers a group 
symptomatology that Amries qualitatively and presents correlations 
of predominance trulj^ different for each patient. One recognizes 
symptoms or signs that may be called psychic, those neurologic, those 
metabolic and those physiologic. Yery naturally most of those signs 
and symptoms are attributes of many and Amried disturbances else- 
Avhere in the body consequent uiion OAmrian dysfunction. And Avhile 
one truly enough makes a diagnostic judgment on the symptomatol- 
ogy as a coordinated Avhole it A'er.y often happens that the symptom 
most annoying to the patient — the one for Avhieh relief is chiefly 
sought is based on a cause quite remoAmd from ovarian disturbance. 
The result under such circumstances is treatment upon a Avrong diag- 
nosis Avith failure to relieve and depreciation of the therapy for the 
alleged condition. 

To cite an example : a patient presents a group of symptoms that is 
diagnosticated menopause syndrome among AAdiich is that of pruritus 
cutaneus. The patient is ino.st concerned about the pimritiis. Treat- 
ment is instituted calculated to overcome ovarian d.vsfunction AAuth 
eqniAmeal results and decidedly no i*elief from the pruritus. The 
true circumstances are these. The patient is entering the climacteric 
Avhieh accounts for most of her symptoms. She has, howeAmr, a dis- 
tinct hyperglycemia (diabetes mellitus?) as Avell AAdiich has caused 
the pruritus. The annoying pruidtus Avhich persists keeps her in 
such a mental state that she has little jiatience AAUth the less annoy- 
ing symptoms and belittles the effects thereon of oAmrian therapy. 
The clinician chalks a zero to the credit of OAmrian therapy for that 
ease of menopause syndrome. Such are the difficulties that beset 
those seeking to properly eAmluate by clinical statistical studies en- 
docrine therapy. 

Dysfunction operates in a Adcious circle. Causes induce effects 
which in turn are causes for neAV effects. The circle may be dissi- 
pated if severed at important links. And the crucial links are neveT 
the psjmhic — this with all due apologies to psychiatrists. The only 
hopeful attitude in medical science makes it axiomatic that mental 
states IiaAm physicochemical masters. 

We haA’-e with the menopause s3Tidrome a peculiar though quite 
pathognomonic Amsomotor disturbance referred to bj' the patient as 
“flashes” or "hot and cold flushes.” We call it pathognomonic be- 
cause it is a sj'inptom that is quite exclusiA'elj^ female and so fre- 
quenth- occurs in conjunction with the other complaints of the elimac- 
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teric. It is a symptom tliat we may safely stand by as indicating 
ovarian disturbance. 

In the cases selected by ns for study no patient was accepted as 
suffering from ovarian dysfunction unless “flashes” were complained 
of. These patients were fed desiccated whole ovary of our own manu- 
facture put up in capsules containing approximately four grains of 
desiccated material. The patients were required to take one capsule 
three times a day. This ovarian therapy succeeded in 100 per cent 
of eases (approximately 50 cases) in completely dissipating this 
annoying symptom within 30 days of the beginning of treatment, the 
time needed being proportional to the severity of the symptom inas- 
much as a constant dosage was used in all cases. In many patients 
the symptom would return within a week after the withdrawal of the 
therapy and it appeared necessary to continue therapy over a long 
period of time to keep the symptom suppressed. In a vast majority 
of the patients the other motley group of symptoms disappeared to- 
gether with the “flashes.” The manner of the patients reporting the 
effects of ovarian therapj'' was something after this fashion: “flashes 
gone, felt stronger,” “flashes gone, not so nervous,” “flashes gone, 
feel fine,” “flashes gone, feel all right.” The symptom complex -with 
ovarian dysfunction about the time of the climacteric for the average 
patient, at least, eludes detailed expression. Not altogether unlikely 
is the explanation that it is all the result of vasomotor unstability 
that leads to minor and profound disturbances and to vague discom- 
forts plus the “flashes.” Both coav and pig ovaries Avere used and 
no difference in efficiency of action could be detected. 

A drug that relieves a symptom in 100 per cent of cases is a specific 
for that symptom. The ovary contains at least one active therapeutic 
principle. That pidnciple functions to adjust an unstable vasomotor 
system. A Avhole ovarian product properly prepared should contain 
this principle and its acthdty may be judged by a therapeutic test. 
Can it relieve “flashes”? 

One may assert that very often “flashes” disappear spontaneously. 
Very true. The menopause syndrome is a self-dissipating clinical 
entity. The organism usually though not ahvays adjusts itself to 
this ovarian dysfunction. Its “regulator” actmty is Adeariously taken 
up elseAAffiere. But during the period of function transference the 
imbalance supervenes. The added ovarian principle enables a 
smoother, more gradual passage of the OAmries out of the organic 
symphony. In this fashion it seiwes its purpose in those cases Avhere 
adjustment Avould come about spontaneously. For those cases ova- 
rian therapy does not supply so much an essential loss as a glandular 
adjuvant filling a temporarj’- Avant in a transitional period. 

Some untOAvard symptoms arose as a result of therapy Avith some 
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of our patients. AVe interpreted them as signs of overdosage since 
they disappeared immediately when the dosage was reduced. These 
sj’inptoms were vertigo and nausea. 

The .success of Graves in relieving “flashes” witli extracts of ova- 
rian residue, tiiat is to say, with extracts of that portion of the ovary 
remaining after the corpus lutenm lias been removed, compels the 
conclusion that the vasomotor stabilizing principle is resident in that 
portion of the gland at least. Novak emxDloyed corpus luteum for 
menopau.sal vasomotor syiux^toms and speaks of his results as “grati- 
fying, if not brilbant.” The principle is evidently i3resent then with 
equal certainty in corpus luteum. Our x)ersistent success in the relief 
of “hot flashes” with the desiccated whole gland suggests the ab- 
sence of any antagonism between the vasomotor stabilizing iirinciple 
in corpus luteum and that in -ovarian residue and makes the thera- 
peutic test for efficacy of a preparation as forcefully applicable to the 
desiccated whole gland as to its residual portion or corpus luteum. 

We might well pause to reflect upon the fact that in the .single 
clinical condition in which there i.s' significant agreement as to the 
efficacy of ovarian therapy apimrehtly equally good results came 
from the use of any portion of the gland or the whole thereof. There 
is no need for employing special portions of a gland when they mani- 
fest no specificity toward the condition we seek to remedy. Further- 
more. there is a limit to the supply of these organic e.Ytracts and if 
clinicians will persist in unnece-ssarily prescribing Xiortions of the 
gland not only will the cost of these portions be materially increased 
but the .suijply of these imrtions Avill mount beyond Avhat could he 
reasonably accounted for by the total siijAply aA'ailable from .slaughter 
houses. This last statement must not be inteipreted as a slur upon 
the integrity of those in the business of prejjaring glandular products; 
but it is offered as a reminder that every industry is handicapped by 
the irresence in them of unscrupulous individuals. 

In seeking to demonstrate the presence of therapeutic pi'inciples 
of unknoAvn chemical nature as Ave are called Aipon to do in oAmrian 
therapy Ave must seek to prepare the gland for theraxry in a fashion 
to give the greatest likelihood of conserving those principles. Sirch 
preparation ideally demands the use of a technic calculated to pre- 
serve every chemical entity in the gland. The problem is one of 
desiccating bacteria laden perishable organic substances in a man- 
ner to conserve a multiplicity of Avidely dissimilar chemical entities 
as Avell as render them safe from deteriorating influences. We must 
ascribe to those principles chemical properties characterized by 
marked nnstablene.ss and seek to conserve them in sjute of those 
properties. 
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We must hypothesize, therefore, the following physieochemical prop- 
erties as of these unknown principles. 

1. They are therinolahile; that is, easily destroyed by heat. 

2. They are easily oxidized and reduced. 

3. They are easily liquefied; especially important if we suspect the 
principles sought for as of lipoid character. 

4. They serve as ready pabulum for bacterial life and so are readily 
destroyed by bacterial action. 

The conditions for desiccation calculated to ideallj' meet the problem 
herein Just advanced are simple in pi'ineiple but apparently involve 
technical difficulties that tax the ingenuity of commercial driers; and 
it is this ingenuity, Ave take it, that sales representatiA'^es of organo- 
product manufacturers liaA^e reference to AAdien they assert that they 
make the better or best product. I take it for granted that the gland- 
ular materials are submitted to drying soon after their remoA^al from 
the animal. No greater period of time than 18 hours need elapse 
from slaughter chamber to dryer, the material being liept cliilled in 
a refrigerator in the interim. 

The precise conditions of drying under Avhich our material Avas 
prepared AA-^ere not hit upon by chance but Avere accepted as a result 
of efforts innumerable to discover the proper combination of circum- 
stances suitalile for the dehydration of foodstuff. This research Avas 
carried on at the Harriman Research Laboratory during the period 
of the Avar at the suggestion of the Avar department. The Avriters 
had no hand in the elaboration of this process biit merely adopted 
it for desiccating glands believing it seiwed admirably to conserve 
and preserve Avith a minimum amount of change in its chemical units 
perishable organic materials. 

The essentials for an ideal process for drying glands for therapy 
are these: — and AA’hat is to be said for ovary is as strongly applicable 
to any gland in AAdiich Ave seek to pre.serve a principle of unknoAvn 
chemical nature — 

1. The drying is to be done at a temperature beloAv that 'at AAdiich 
decomposition or conversion is likely to occur. This calls for desic- 
cation under reduced pressure. 

2. The prevention of oxidation by drying in a minimum of circu- 
lating air. 

3. The process should operate to pull Avater out of the material 
causing it to dry from the inside out. Where diying takes place 
from the .surface iiiAA^ard the surface forms a hard scale preA'enting 
the complete AvithdraAval of the Avater from the depths. 

4. The drying .should be sufficiently rapid to complete the process 
in a maximum of ten hours. 

Essentials (1) and (2) are seif-eAudent. The other two need elabo- 
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ration. Desiecatiou does not kill bacteria. Wbere complete desic- 
cation of the central portions of the glandular materials have not 
taken place bacteria are supplied with a moistened nitrogenous pahu- 
liim when these central portions of the glands are brought in contact 
with bacteria after pulverization. Bacteria need amazingly little 
moisture at proper temperature to induce decomposition in organic 
substances. It is important then as the first safeguard against de- 
terioration that the glands be thoroughly dried throughout their 
thickness. 

As the diying must be done under low heat, dryers are incubators. 
Submitting a wet, bacteria covered gland to incubator temperature 
is inviting destruction by bacteria. Rapidity in desiccation is con- 
sequently necessary. Low temperature desiccation can be done in 
ten hours. 

To protect properly desiccated glands against deterioration it is 
highly desirable that one keep the gland powder aivaj^ from hydro- 
scopic substances. For this reason we would advise against the prac- 
tice of putting up glandular products in tablet triturate form since 
the tablet filler is usually a water soluble substance and may be rela- 
tively highly hydroscopic. 

In what way and to what extent can the clinician investigate the 
manner of preparation of glandular products at his disposal? A vast 
amount of information can be secured from employing the following 
procedure. Secure a sample of the unpulverized desiccated materials* 
and immerse it in a tumbler of tap water for twelve hours. If the 
tissue has been properly desiccated it should absorb water and take 
on again the size and contour of the original volume. This is so be- 
cause desiccation in vacuo should be carried on at a temperature es- 
timated not to coagulate the protein. Tou have, therefore, bj'’ this 
procedure a means of checking up low heat desiccation as well as for 
imling out the treatment with chemical agents that are in the nature 
of protein coagulants. 

The material thus freshened with water should be prepared for 
microscopic examination after the manner of fresh material subjected 
to histopathological study. The ovary desiccated in the fashion out- 
lined herein and subjected to microscopic examination after refresh- 
ening gives a picture that would hardty be distinguishable from truly 
fresh material were it not for the fact that desiccation tends to rup- 
ture the limiting membrane walls of parenchymatous cells. The 
differential staining values of nucleus and ej^toplasm of the tissue 
cells are quite normal. This speaks much for the preservation intact 
of the many different chemical units in the tissue. It enables one, 

•Wo assume the sample supplied receive no further treatment in preparation 
foi* marketing than the simple one of mechanical pulverization. 
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too, to detect the use of fat solvents that are not protein coagulants 
for where the fat globules are dissolved away the microscope will 
disclose vacuoles. 

One further test of a product can be applied. Smell the sample to 
detect the odor of rancid fat. Where desiccation has been slow, where 
the process has taken from 18 to 24 hours or more, bacteria may have 
been given the opportunity to induce some decomposition; or oxida- 
tion changes have occurred. Very small amounts of decomposed fat 
leave tell-tale odors. 


SUMMARY 

Ovarian therapy is still at the stage of administering to a patient 
an unknown quantity. The wide diversity of clinical opinion as regards 
the efficacy of ovarian therapy in this or that clinical condition points 
in our opinion to a crying need for standardization in preparation of 
the gland for use. 

Our experience Avith desiccated Avhole gland quite conclusively sug- 
gests the presence in it of at least one active principle; that referable 
to the Amsomotor system. The principle is detectable by its effect on 
the “flash” symptom. Whatever the phase of ovarian dysfunction 
one may be studying if one is administering OAmrian gland be it the 
AA'hole gland, OAmrian residue or corpus luteum one ought to expect it 
to meet this one therapeutic test; namely, to dispel “flashes.” It 
Avould, furthermore, be safest as assurance against deterioration that 
the.ovai’ian poAvder be put up in capsule form at the initial source 
of supply in capsule containing about 5 grs. and sealed in packages 
of 50 and 100.® 

*A comprehensive bibliography covering the subject matter of this report is to be 
found in Endocrinologj' and Metabolism: D. Appleton & Company, New York, 1922. 

/* 

(For discussion, see p. 127.) 



THE LIMITATIONS OP EADIOTHERAPY IN THE MANAGE- 
MENT OP PIBBOMYOMA OF THE UTEBUS'"' 

By James Albert Corscaden, M.D., New York, N. Y. 

/^NE of the greatest recent advances in gynecology has been tlie 
utilization of radiotherapy. About fifty per cent of those need- 
ing treatment for fibromjmma of the uterus have been saved from ma- 
jor operations. It is my purpose to outline those factors which, from 
an obsei’vation of about six hundred cases of myoma and uterine 
hemorrhage, have ruled out radiotherapy and have indicated opera- 
tion, If Ave can sharply define Avhat radiotherapy Avill and Avill not 
do, our choice of procedure will he easier. 

The action of radium and x-ray is readily understandable if we 
believe that life groAvth and physiological activity of a cell are physi- 
cal chemical manifestations and are goA-’erned by the laAvs of phy.sies 
and chemistiy. 

According to the electronic theory of the composition of matter, 
Avhich seems to be universally accepted by the chemists, chemical 
change depends on the manipulation of the electrons composing the 
atom. 

Radium furnishes three forms of energy, the positively charged 
alpha particle, the negatively charged beta particle and the electro- 
magnetic gamma ray. The x-ray furnishes ns Avith only an electro- 
magnetic AAmA'e. These have the poAver of dislodging the electrons 
in various atoms and in consequence produce chemical change. 

We all knoAv hoAV Amriable is the action of heat and light on dif- 
ferent substances. So in the body there is a marked variation in the 
reaction of the tissues to radium and x-ray instanced in the repvo- 
ductiA'e system by the graafian follicle AAdiieh i.s about Bve times as 
readily injured as is the skin. 

When a tube of conventional shape containing fifty jnilligrams 
of radium is left in the caA-ity of the uterus for tAventy-four hours 
there oeciir: 

1. A sloAigh of the endometrium about 1 centimeter AA’ide, three 
centimetei's long, and tAvo or three millimeters deep. There is sub- 
sequently a slight inflammatory reaction Avith dischai-ge. 

2. A replacement of the elastic tissue and smooth mAiseles of the 
blood A-essels and uterine muscle by connectiA-e tissue. 

3. A degeneration of myomatous tissue for a deiAth of about 1 centi- 
meter. 

•Rea<J at a meetinfr of the Section on Obstetrics ancA Gynecology', Kow Yorl: 
Academy of Jledicine, February 27, 1923. 
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4. Destruction of the mature graafian follicles ivhich causes: 

a. Cessation of menstruation. 

b. Consequent atrophy of the uterus and of myomata ivith 

replacement by hyaline connective tissue. 

c. Loss of part of the internal secretion of the ovary ivith 

whatever consequences that may have. 

5. Injury to the bowel and bladder (not observed in my experience). 

6. Change in the blood count (also not observed). 



Fig. 1. — Soniidiagramniatic drawing of a uterus twenty-.seven dav.s after SO milli- 
grams of radium in a silver caiisuic, protected by I millimeter of rubber wore placed 
m the uterine cavity. There was a slough varying in depth from 1 to 3 millimeters 
and averaging a little less th.an 1 centimeter. 

These seem to be the actual tissue and physiological efl’ects. Turning 
to their practical application in the management of fibromyoma of 
the uteius we are met with more tliau the simple problem of an an- 
atomical or physiological experiment. We face questions of (1) 
diagnosis, (2) the nature and potential menace of the tumor, (3) the 
relief of the symptoms, (4) po.ssible disagreeable effects of the method 
of treatment, (5) the question of childbearing. 

1. Of ail these I think the first is of the greatest importance. Be- 
foie applying ladiotheiapy in an individual ivho is a good operative 
risk, the diagnosis must always be nearly absolute because, in the 
alternative method of treatment by excision, an exploratory celiotomy 
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is included. This problem was more acute a few years ago than it 
is now. At that time the majority of gynecologists were ignorant of 
radiotherapy and for the most part opposed to it. The management 
of the problem lay between the family doctor, the patient, and a 
radiologist. The results of such divided responsibility are illustrated 
bj’’ the following instances : 


A competent gynecologist made a diagnosis of fibromyoma of the uterus. Tlie 
patient persuaded the family doctor to refer her to a prominent radiologist, who 
gave her a thorough course of x-ray treatments on the diagnosis given to him. At 
the end of a year the mass had not receded. Operation revealed a dermoid cyst 
with actively proliferating tissue. 

To one of the leading radiologists of tliis eitj’ came a patient with a letter from 
a prominent Boston physician requesting that she be given the regular x-ray treat- 
ment for mjmma. On taking a history it was found that the diagnosis had been 
first made ten years previously, the last vaginal examination had been made four- 





Fig. 2. — Low power micropliotograph showing I'adium slough in Fig. 1. 


years previously, and the woman had not menstruated for two j'ears. She had a 
small retroverted uterus whicli contained a stony liard mass, three or four centi- 
meters in diameter. Nature had accomplished all that radiotherapy could do. 

The second phase of the diagnosis is the exclusion of dangerous 
complicating pathology. In my experience this has narrowed down 
to the exclusion of extrauterine and intestinal tumors on the one 
hand and to carcinoma of the body and epithelioma of the cervix on 
the other hand. We have discovered during the final examination on 
patients possessing a myoma of the uterus or suffering from uterine 
bleeding, diverticulitis of the sigmoid, eareinoma of the rectum, and 
dermoid and several simple cysts of the ovary, as well as epithelioma 
of the cervix and carcinoma of the corpus uteri. Contrary to the 
opinion often expressed, I do not fear chronic inflammations. I 
have cured by x-ray one tuberculous sinus following salpingectomy 
(followed 7 years) and have treated with massive x-ray dosage, two 
cases of large myoma of the uterus, complicated with massive adhe- 
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sions due to elironic salj)ingitis (in one ease, tuberculous). This was 
done after an attempted hj^sterectomy had been abandoned because 
of the technical difficulties. No apparent harm resulted. Several 
eases of tuberculous peritonitis of tubal origin have been markedly 
improved. 

To summarize: If at the end of an examination under anesthesia 



Fiff. 3.— Section taken from fundus in Fiff. 1. It shows the uninjured cliaVacter 
of the endometrium and still shows the hyperplasia which existed before the radium 
was applied. 

and diagnostic curettage, extrauterine tumor cannot be excluded, the 
abdomen should be explored. Carcinoma and epithelioma are more 
easily excluded by the curette and if found properly handled. 

2. The nature and potential menace of the tumor. A myoma is 
benign and needs no treatment until suspicious changes occur. This 
is in accord with the management of many other benign tumors, such 
as Avarts and moles. "When however degeneration or inflammation is 
evidenced by toxic symptoms, anemias, unexplained by hemorrhage 
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or loss of flesh and strength, Avith or Avithont local pain or tenderness, 
or rapid increase in size of the tninor, the mass becomes a potential 
menace and should be remoAmd. Eapid groAidh might also signify 
sareoma. and even Avithout other contributing factor indicates lapar- 
otomy. Masses of large size (over 12 to 15 centimeters) I believe 
shoAv a higher incidence of degeneration and should also be removed. 

3. Symptoms needing relief liaA'e been bleeding, dysmenorrhea, pains 
of many A’arieties in location and character, urinary disturbances and 
A^enous obstruction of the loAvev extremities. Another factor is the 
deformity caused by the mass. Many tumors reabh large size AAuth- 
out symptoms and may become a source of embarrassment to the 
Avoman. 

Bleeding is the symptom par excellence amenable to radiotherapy. 



Fig-. 4. — Section of an ovary removed from a girl of twenty-two years, ''vho liad 
liad x-ray treatment over a period of seven years. She had not menstruated foi 
over four years. The stroma is nearly normal. Tlie section was taken from the 
cortex but nevertheless shows complete absence of the follicles. 

It Avill not stop, hoAVCA^er, if the destruction of the follicles has not 
lieen sufficient to stop men.struation, or if the endometrium has not 
been largely destroyed. Underdosage may be deliberate. The effort 
is made to modify the bleeding AA-ithont stopping it entirely, small 
doses being giA'en A\dth the idea that the local effect is the important 
one. Our specimens. shoAving the limited local reaction, Avould not 
hear tiiis out. I have tried this method in only a fcAV cases. In only 
one did the mass recede Avliile menstruation persisted. The bleeding 
rarely become.^ regular and the patients require more or less frequent 
examinations. The mental condition of these patients is bad. 1 lie 
reappearance of the bleeding arouses the fear that the original hem- 
orrhages Avill return. The.A* lose confidence in the original operatoi 
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and in the method no matter what prognosis has been given. In my 
opinion, if there is any objection to the sterilizing dose and the woman 
is a good surgical risk, operation should he performed. Other causes 
of nnderdosage are: 

a. Failure to appreciate the law of inverse squares. An ovary lifted 
away from the uterine cavity will require more of a dose than one 
that is normal in its position. If twice as far, four times as much. 
A radium tube slipped into or placed in the vagina will give a differ- 
ent dosage to the ovaries from one high in tlie fundus. 

h. A broken radium tube gives off only part of its available energy 



Fig:. 5.' — Section of a fibrofnyoma after treatment eight years previously with 
x-ray, when it measured about 12 cm, in diameter. At autopsy, clone for myogenous 
leukemia, all that could be found of the mass treated was a nodule about 1 cm. 
in diameter, consisting of hyaline tissue. 


because of the escape of a considerable portion of the emanation and 
consequent loss of the active degeneration products. 

Bleeding may not stop with cessation of menstruation if ulceration 
such as occurs in a protruding and traumatized polyp is the cause of 
the bleeding. A mj'oma, pedunculated and hanging out of the cervix 
or even still intrauterine might he eroded and would bleed irrespec- 
tive of menstruation. The most difficult vai-iety upon which to pass 
is the small submucous tumor projecting into the uterine cavity. One 
must judge Avh ether, after the menopause, this will continue to I)c 
traumatized .sufficiently to cause bleeding. If so it is better removed. 
Blood vascular disease such as pernicious anemia, congenital familial 
telangiectiasis may also continue to cause bleeding from the uterus 
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aftci’ the menopause as ^vell as from the other delicate membranes of 
the body. 

Dysmenorrhea has ahvays ceased Avith the onset of amenorrhea. 
On the other hand severe pain unassoeiated with menstruation has 
only occasionally stopped (30 per cent). In the operated cases pain 
associated ivith a uterine tumor smaller than a four months preg- 
nancy has usuallj’' been due to causes outside of the uterus (appendi- 
citis, cholelithiasis, salpingitis) and consequently Avould not always 
be relieved by the shrinkage of the uterine mass. 

Ui'inary symptoms liave been equally refractory. I have not com- 
pared this result •with that following operation hut I am under the 
impression that it is not as good. 

4. The dangers and discomforts of the method. Dilatation and 
curettage followed by radium are not without danger. One woman 
died of pulmonary embolism 20 houi's after operation. This must 
be attributed to the curettage and not to the radium. Two patients 
had sloughs in the uterine cavity and required treatment. There 
were three cases of fever and parameti’itis due, I believe, to operative 
infection and not to the lighting up of an old focus. They wei’e 
uterine and broad ligament processes rather than tubal. Furthermore 
no such condition has followed x-ray exposures in our hands. A few 
cases showed albumin and casts, particularly after x-rasL All had 
some toxemia with nausea and vomiting. Of the remote menopause 
symptoms, only hot flashes and nervousness Avere of anj^ importance. 
The discomfort caused by flashes is usually slight, rarely distressing. 
Projierly instructed, a Avoman rarety Avill need treatment by ovarian 
extracts. The patient must he AAmrned of them hoAveAmr because they 
begin suddenly and if unlooked for, cause considerable apprehension. 

SeA'ere nex’Amus manifestations IiaA’e occurred in flA'^e Avomen. All 
of them had more or less seimre neiwous manifestations before the 
treatment, Avere Avorse for seA'^eral months after and in all but one 
ease reeoAmred or bettered their preAuous neiwous condition. 

Our experience eorresiionds A\dth the obserAmtions of Adler on the 
so-called ‘'iuA'^olutional psychosis” of the natural menopause. He 
says in his book on the “Neurotic Constitution” that the psychoses of 
this period occurred in Avomen Avho had preAdously shoAvn definite 
abnormal neiwous symptoms. 

In Avomen AAdth an unbalanced neiwous mechanism, especially those 
who liaA'e gwen signs of a decided neiwous disorder, the artificial 
menopause should only be induced after a competent neurologic con- 
sultation. If under these circumstances radiotherapy is then given, 
there should be a Avell planned prophjdaetic and postoperatwe course 
of psyehotherapj". Ovarian extract is of little help. 

TTe haA’e not obserAwd anj' of the Arngue anemias, trophic and meta- 
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bolie changes sometimes attributed to the absence of menstruation. 
Blood pressure was slightly elevated in some of the women over forty 
years of age but in none of those under that age. 

Of the possible late changes in a myoma, sarcoma is the most impor- 
tant. I can find in the literature only three such cases.^- ”> ® Two of these 
were found in from three to six months after x-ray treatment and 
seem to have been mistaken diagnoses in the first place. This in- 
significant number removes sarcoma as a danger. In the eases treated 
there have been no degenerations or inflammations. Accidents such 
as torsion may well occur, but have not been observed. 

5. Effect on childbearing. Only two patients have become preg- 
nant. 

One woman of thirty-seven with a myoma eight to ten centimeters 
in diameter received 1200 milligram hours intrauterine. She later 
became pregnant, miscarried at six months, had a perfectly formed 
macerated fetus, ran a peculiar long septic course without demon- 
strable pathology and recovered. I believe the cause of the mis- 
carriage to lie in the local sclerotic changes in the endometrium and 
muscle added to the mechanical abnormality incident to the myoma. 
The other was a woman of twent 3 ’'-four years referred bj’’ the late 
Doctor Cragin for excessive bleeding. She had no gross abnormalities 
of the uterus. She was given a moderate dose of x-ray. Her periods 
became normal in amount, slightlj’’ irregular in periodicity. Three 
years later she became pregnant and gave birth to an eight and one- 
half pound boj^, perfectly formed. He is noAV three j’-ears old and 
healthjL 

The problem of future childbearing maj^ be approached from tivo 
directions : first, the effect of radiotherapj^ on the uterus and second, the 
effect on the omim. Eadium as demonstrated above produces a slough 
with sears in the endometrium and sclerosis of the A^essels and myo- 
metrium. These uteri are not pliable. I kuoAv of one uterus treated 
by radium in which the cervix ruptured while dilating over the head 
and caused death by hemorrhage. The x-raj^ on the other hand has 
onty a mild action on muscles and vessels. I see no objection, from 
this standpoint, to giving moderate doses of x-ray through the ab- 
domen. 

The effect on the ovum, however, is much the same ivitli either 
method. There is some evidence that injury Avithout destruction of an 
ovum may alter the development of the embryo so as to cause phj^sical 
abnormalities and disturbances of growth and mentality. Neverthe- 
less some mothers have gone through the ordeal and produced per- 
fect children. I should therefore saj’- that AA-ith a vicAV to future 
pregnanej’’, x-raj”" in nonsterilizing dose.s to patients suffering from 
bleeding without m^'oma is justifiable Avhen lij'stereetomA’" is the onlj'’ 
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alternative, but that •where a myoma is responsible for the bleeding, 
myomectomy is preferable. 

CONCLUSIONS 

1. In the treatment of myoma of the uterus by the radiotheraiiy the 
selection of the ease is the most important phase. 

a. Eesponsibility should be undivided. 

b. Extrauterine neoplasms and malignant growths of the uterus 
must be excluded. Chronic adnexal inflammation so liglit as to escape 
diagnosis need not be a deterrent. 

c. Symptoms of toxemia, anemia unexplained by loss of blood, 
local pain, tenderness, change in consistence of the tumor, rapid 
growth, and large size may indicate inflammation, degeneration or 
sarcomatous change and demand excision. 

2. Of the .symptoms associated with m.yoma : 

a. Bleeding due to ulceration (polyps, submucous, pedunculated 
mjmmata) or blood vascular disease (pernicious anemia, familial tel- 
angiectasis) may not cease with the onset of the menopause. In our 
experience all others will. 

b. Pain associated witli menstruation will cease but iiain occurring 
at other times may not. 

c. Urinary disturbances are not well relieved. 

d. Shrinkage of a myoma will almost always follow adequate doses 
of radium and x-ray but the discomforts of the dosage necessary 
coupled with the potential danger in the large mass make operation 
preferable. 

3. Doses of radium and x-ray insufficient to induce a menopause are 
un.sati.sfaetory. The mass may fail to shrink. The effect on the 
bleeding i.s uncertain. The mental reaction of the jDatient is bad. 

4. Hot flashes are constant and slight increase in nervous irritability 
is frequent after radiotlierapy. The former are not important. The 
latter demands caution in using the method in women who show any 
mental abnormalitj''. 

5. Childbearing is possible after radiotherapy. 

a. Radium should ncA^er be used in a woman who may become preg- 
nant. The sclerotic changes pi-edispose to dystocia. 

b. X-ray may distui’b the structure of an ovum and determine ab- 
normal structure or development of the fetus. It should only be used 
where hysterectomy is the only alternative. 
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DEXTROVEESION OP THE UTERUS, WITH CONGENITAL 
ABSENCE OP LEFT FALLOPIAN TUBE, OVARY, 
BROAD LIGAMENT, ROUND LIGAMENT, 

KIDNEY AND URETER- 


By AValter T. Dannreuther, M.D., P.A.C.S., New York City 

(Associate Professor of Gynecology, New Yorl; Post-Graduate Medical 
School and Hospital.) 


A lthough the genital malformation described in the appended 
ease report may have no special significance, it is of interest be- 
cause of its extreme rarity. Congenital absence of one tube or ovary 
is not unusual, but complete absence of both the broad and round liga- 
ments on one side, particularly .without a concomitant uterine develop- 
mental defect, is very rare, and a full-term pregnancy occurring in 
the presence of such a genital malformation is at least unique. AVhile 
partial development of adnexa may be due to fetal peritonitis, total 
absence is unquestionably due to prenatal arrested growth. My pa- 
tient was distinctly undernourished and underdeveloped physically but 
showed no evidence of either hereditary or acquired syphilis. 

C.vsE 26591: E. B., aged twenty-five, married five years, began menstruat- 
ing during her thirtecutk year. Before her maniage there were intervals of six 
to eight weeks between the mcnsti'ual periods, but since then tlie flow has been 
fairly regular eveiy four weeks. Three yeare ago she was delivered of a healthy, 
full-term child, which she nursed for nine months. The child is still living. She 
has had two miscarriages; one two years ago and one eight months ago. They were 
both spontaneous at the eighth week. No curettage was done in either instance, 
and the patient has never been operated upon before. 

Mrs. B. entered the hospital complaining of pain in the right lower abdominal 
quadrant, not increased during menstiuation, occasional nausea after meals, consti- 
pation, leucorrhea, and some discomfort in the sacral region. These symptoms had 
been present for about two years. 

On examination, the thyroid was found to be slightly enlarged and prominent, 
but apparently causing no symptoms. The lower pole of the right kidney was 
palpable, but the left kidney could not be felt. There was hj-peralgesia at ISIorris’ 
point on the right side, and tenderness on pressure over jMeBumey’s point. The 
perineum was intact and all the external genitals were normal. The ceiwix was 
irregularly lacerated, with considerable ectropion, and e\ddent hj-persecretion. Cer- 
vical smears were negative for pyogenic microorganisms. The uterus was dextro- 
verted, normal in size and con.'dstency, and symmetrical in outline. Its mobility was 
limited, however, and bimanual manipulation was distressing to the patient. The 
adnexa were not palpable on either side. 

Preoperative diagnosis: Chronic appendicitis, pelvic adhesions, dextroversion of 
the uterus, and lacerated cciwix. 
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Operation: December 12, 1922. After a trachelorrhaphy, the abdomen was 
opened in the usual manner through a suprapubic longitudinal incision. Afte^ 
cleanng the pelvis of intestines, I discovered that the appendix was tluckened and 
firmly adherent to the right tube and ovary. The latter organs themselves, however, 
were noimal in every respect, as were the right broad and round ligaments. Tiic 



Fig. 1. — Semidiagrammatic drawing of the pelvic abnormality disclosed by laparot- 
omy: Tile uterus is dextrovei-ted, but normal in size and consistency, and symmetri- 
cal in outline. The riglit adnexa are normal. The left broad ligament, round liga- 
ment, tube, and ovary are absent. The bladder assumes its normal relation to the 
uterus on the right side, but follows the margin of the uterus downward on the 
left side to the level of the internal os, where it merges with the parietal peritoneum. 
Dense adhesions binding the chronically inflamed appendix to the riglit adnexa arc 
purposely omitted in the illustration. 



Fig. 2. — Cystoscopic view of the region of the trigone. Tiie riglit ureteric orifice is 
seen in its proper location. Tlie upper limit of the vascularization of tlie trigone 
slopes gradually toward the left side of the vesical neck. There is no left ureteral 
opening and no interiireteric ridge. 


adhesions were cut between clamps and the appendix removed. It was then noticed 
that the uterus remained dextroverted despite its release, and tliat tlie left broad 
ligament, round ligament, tube and ovary were entirely absent. The peritoneum 
covering the bladder followed the left margin of the uterus down to the vaginal 
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vault and then merged -nitli the parietal peritoneum, as depicted in Pig. 1. The 
left iliac fossa was empty, except that it might have been occupied by the sigmoid 
and rectum before they were dislocated upwards bj"^ the laparotomy gauze pads. 
Xo left ureter could be palpated or otherwise identified. 

The patient made an uneventful recovery from her operation, and was persuaded 
to retm-n for a cystoseopic examination. This revealed a normal ureteric orifice, in 
its proper location, on the right side of the bladder, but there was no interureteric 
ridge, and not even a line of demarcation between the trigone and posterior portion 
of the bladder floor (Fig. 2). The upper delineation of the vascularization of the 
trigone sloped gradually from the right ureteric orifice to thp left side of the 
vesical neck, and was not characterized by the usual concave eui-ve. There was no 
ureteral opening on the loft side, and in the area in which it is nonnally situated 
the bladder was unusually pale. Two or three small capillaries only were found in 
this region. Absence of the left ureter was verified by a subsequent indigo-carmine 
test, the dye issuing from the right ureter in a forcible, highly colored stream, but 
not elsewhere. 

The patient has persistently refused to submit to an x-ray examination of the 
urogenital tract, so that a positive diagnosis of absence of the left kidney cannot 
be established. In view of the other cbnical evidence, however, I believe that the 
existence of a solitary kidney may be presumed. 

2020 Broadway. 


INSUFFLATION OF UTERUS AND FALLOPIAN TUBES* 
Report of 600 Cases Examined By The Rubin Method 

By Albert H. Aldridge, M.D., Adjunct Assist. Surgeon 
From the Clime of the Wo^nan’s Hospital, Netv Tarlc, N. Y. 

A STUDY of the Rubin method for the determination of tubal 
patency was begun at the Woman’s Hospital two years ago. 

Tlie apparatus and technic which tvere adopted for this study were 
essentially the same as originally described by Rubin.^ The appa- 
ratus as sliown in the diagram (Fig. 1) consists of a pressure tank 
(A) filled with cai’bon dioxide ; a reducing valve (B) ; a 40 c.c. siphon 
flow meter (C) which is immei'sed in tap water in a wide-mouthed 
one liter bottle (D); a mercury manometer (E) and an intrauterine 
cauula (F). The intrauterine canula (F) consists of a Keyes 
Ultzmann Canula over which the rubber tip of a male anterior 
urethral syringe has been fitted to close the cervical canal. The out- 
let of the reducing valve (B) is connected to the inlet of the siphon 
flow meter (C) by pressure tubing (G) upon which is placed a com- 
pression clamp (H). The mouth of the one liter bottle is made air 
tight by a two-hole rubber stopper (I). The inlet of the siphon flow 
meter (C) is passed through one hole of the two-hole rubber stopper 
and a glass “Y” tube is passed through the other. The glass “Y” 

.nbPtract at a meeting of the New York Obstetrical Society, .Tanuarj' 9, 
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tube is connected one Avay with the mercury manometer (E) by pres- 
sure tubing (L) and the other way with the intrauterine canula (F) 
bj’- pressure tubing (M) leading to the intrauterine canula. 

By use of this apparatus the following important details in the 
technic can be accurately controlled and a maximum amount of in- 
formation obtained from examination: 

1. A constant low pressure of gas can be automatically main- 
tained by the reducing valve (B). 



2. The rate of flov' of the gas can be accurately regulated by 
means of the compression clauiiJ (H) on tDressure tubing (G). 

3. The volume of gas which passes into the abdomen can be meas- 
ured by the siphon flow meter (C). 

4. Intrauterine pressure can be recorded by means of the mcrciu\ 
manometer (E). 

In this studj" cases were classified as patent, partially occluded, 
or occluded according to the leAml of intrauterine pressure at which 
gas tmssed through the fallopian tubes into the abdomen. For the 
purpose of this study the levels of pressure suggested l)y Eubin were 
adopted. That is; 
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1. If gas passed into the abdomen at an intrauterine pressure be- 
low 150 mm. the tubes were considered patent. 

2. If a pressure of 150 mm. or more was required before gas passed 
into the abdomen the tubes were classified as partially occluded. 

3. Manometer readings of 200 mm. on repeated trials were con- 
sidered to indicate occluded tubes. 

These levels of pressure for the classification of cases depend upon 
one very important point in technic, namely, the rate of flow of 
the gas. An y slow rate of flow may be safely used but levels of pres- 
sure indicating patent or partially occluded tubes must be determined 
for the rate of flow of the gas used during the examination. That 
is, -during inflation of the uterus and tubes gas is allowed to accu- 
mulate under pressure in an enclosed chamber, the uterus, which 
has a narrowed outlet represented by the tubes. Practical experi- 
ence has shown that, when the gas flows at a very slow rate, a drop 
in the intrauterine pressure, indicating that gas has passed into the 
abdomen, occurs at a lower level than when the gas is allowed to 
floAv at a more rapid rate. As stated above the tubes Avere classified 
as patent, or partially occluded according to the level at Avhich the 
pressure fell. The necessity for adopting a knoAvn uniform rate of 
floAv of the gas to determine the condition of the tubes is therefore ap- 
parent. In this series a rate known as 20 to 100 suggested by Rubin 
Avas adopted. This rate of floAv of the gas is obtained before the ex- 
amination is begun. To obtain this rate of Aoaa’- — 

1. Regulate the reducing valve (B) so that it Avill maintain ten 
pounds of pressure. 

2. Close the release vah'^e (J) making the pressure system air-tight. 

3. Adjust the rate of floAv by means of the compression clamp 
(H) so that a pressure of 100 mm. Avill accumulate in 20 seconds as 
indicated by the manometer. 

4. The release vah'c ( J) is then opened until the canula is adjusted 
in the cei-vical canal. 

In this Avay the exaet rate of floAv of the gas can easily he obtained 
before tlie examination is begun. It is a much more accurate method to 
determine the rate of floAV than to count the number of pulsations 
or excursions of the gas in the siphon floAv meter. 

The technic of the examination has been kept as simple as po.ssi- 
hle. The patient is examined in the lithotomy position. Expo.sure 
of the cervix is obtained Avith a hh'ah'e speculum. The cei-AUX and 
cervical canal are painted Avith 3.5 per cent iodine. The anterior lip 
of the cerAUx is grasped crosswise Avith a bullet forceps in order to 
leave the canal unobstructed. The intrauterine canula is then in- 
serted into the canal. The rubber SA-ringe tip Avhich has been placed 
over the end of the canula is made to fit into the canal as firmly as 
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possible, by gentle downward traction on tbe cervix with bullet for- 
ceps. The screw release valve is then closed and the manometer will 
immediatelj'' begin to register intrauterine pressure. 

We have three ways of knowing whether gas has passed into the 
abdomen during examination; 

- 1. Pressure findings: — drop in intrauterine pressure during the 
examination, if there has been no leak around the eanula in the cer- 
Aux, means that gas has passed through one or both tubes. An intra- 
uterine pressure of 200 mm. on repeated trials indicates that both 
tubes are closed. 

2. Shoulder pain : — As soon as the patient assumes the upright po- 
sition she may hai^e pain in one or both shoulders. This symptom is 
present in over 90 per cent of the cases in which gas has passed into 
the abdomen and is very positive eAudenee that the tubes are patent. 

3. Pduoroscopic examination: — ^If a patient is examined in the up- 
right position with the fluoroscope after gas has passed into the ab- 
domen a laimr of gas can easily be seen beneath the diaphragm. 

At first all eases were routinelj’’ examined Avith the fluoroscope to 
determine whether gas has passed into the abdomen. This was later 
giA^en up except in cases Avhei’e the patient had no shoulder pain. 
Many patients are very apprehensive and fear examination on ac- 
count of the pain which it may cause. Most patients do hai’-e some 
discomfort during the examination. As soon as they assume the 
upright position a high percentage of the cases in Avhich gas has 
passed into the abdomen have shoulder pain which may be rather 
seA'ere. If they are then taken into the dark room for fluoroscopic 
examination a certain number Avill faint as a result of fear and shoul- 
der pain. After 200 cases had been insufflated and routinely exam- 
ined with the fluoroscope it was decided that if a definite drop in 
intrauterine pressure during the examination Avas folloAved by shoul- 
der pain, no further proof that gas has passed into the abdomen Avas 
necessary. It is undoubtedly adidsable to examine patients Aiuth the 
fluoroscope if a drop in pressure occurs which is not followed by 
shoulder pain. 

The Amlume of gas AAfflich has passed into the abdomen can easily 
be measured by coimting the number of pulsations or excursion of 
the gas in the siphon flow meter. Portj’’ cubic centimeters of gas 
pass into the abdomen Avith each excursion. About 240 c.c. of gas 
are used during an examination. Carbon dioxide is absorbed so 
rapidly from the abdomen that symptoms from the amount used in 
the ordinar 3 ^ examination disappear after fifteen to thirty minutes. 

Patients have not been examined in the presence of profuse puru- 
lent or bloodj' A-aginal discharge. Examination should not be at- 
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tempted in patients ■wlio have acute pelvic inflammatorj^ disease or 
serious organic heart disease. 

Too much reliance should not be placed on oue examination if 
pressure findings indicate any degree of obstruction to the passage 
of gas through the tubes. The results of an examination, when a 
patient is near her menstrual period, are not reliable. She should 
not be examined within one week before or after her period. The ■ 
congestion of menstruation maj’^ cause partial or complete obstruc- 
tion of the tubes. Although a patient’s periods may be normal and 
regular almost every woman has irregular periods at some time dur- 
ing her menstrual life. Therefore we can never be absolutely sure 
at one examination that we are not too near a menstrual period. For 
some reason certain eases Avill be found occluded at one examina- 
tion and patent at subsequent examinations. If we find the tubes 
obstructed at one examination and we can find no cause for the ob- 
struction, the patient should be examined at least tudce more on 
different occasions before a definite decision is made in regard to 
patency of the tubes. 

The test has been used mainly for four purposes: 

1. To determine the patency or nonpatency of the fallopian tubes 
in cases of sterility. 

2. To determine the patency or nonpatency of the fallopian tubes 
as an indication of their involvement in chronic pelvic inflammatorj^ 
disease or other pelvic pathologj'- when the diagnosis has been un- 
certain by bimanual pelvic examination. 

3. To assist in keeping the tubes open following conservative op- 
erative procedures. 

4. To determine the ultimate success of operative procedures for 
opening obstructed tubes. 

The results of GOO cases which were examined can be classified 
as follows: 


Priniarj^ sterility cases 236 

Secondary sterility cases 119 

Cases 'with indefinite pelvic conditions 112 

Cases having laparotomies after insufflation 108 


Cases examined after pelvic operations (follow-up cases) 25 

An analysis of the results of insufflation in 236 cases complaining 
of primary sterility is as follows: 

Tubes patent in 79 cases or 33.4 per cent. 

Tubes partially occluded in 69 cases or 29.1 per cent. 

Tubes occluded in SS cases or 37.2 per cent. 


In other words 66.5 per cent of the patients complaining of pri 
mary .sterility had cither partial or complete tubal obstruction. 
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The bimanual pelvic examinations were negative in 44 per cent 
of the pi’imary sterility cases. 

Of the primary sterility eases with negative bimanual examina- 
tions, 29.5 per cent had either partial or complete tubal obstruction. 

An anatysis of the 119 cases of secondary sterility is as follows: 

Tubes patent in 56 cases or 47 per cent. 

■ Tubes partially occluded in 26 cases or 21.9 per cent. 

Tubes occluded in 37 cases or 30 per cent. 

Of the secondaiy sterility eases 17.4 per cent had either occluded 
or partiallj'' occluded tubes in spite of negative bimanual pelvic ex- 
examinations. 

These statistics point out definite^ the value of the method for 
the diagnosis of a frequent cause for female sterility. It was rather 
surprising to find the tubes partially or completely obstructed in 
such a high percentage of sterility cases in which the phj’-sical ex- 
aminations were negative. 

The patene.y of the tubes was studied in 112 eases to determine 
whether thei' were invoh'ed in chronic adnexal disease. The results 
were as follows-. 

Tubes patent iii 54 cases or 48.2 per cent. 

Tubes partially occluded in 20 cases or 17.S per cent. 

Tubes occluded in 38 cases or 33.8 per cent. 

Of the cases with partially occluded or occluded tubes 18.9 per 
cent had negatiAm bimanual examinations. 

The cases having laparotomies foIlOAving insufflation may be ana- 
lyzed as follows; 

Twenty-one (21) cases were operated for retroA'crsion in Avhich 
the tubes ’appeared to be normal. Although the tubes appeared to 
be normal, 42.8 per cent shoAved partial or complete tubal obstruc- 
tion before operation. This undoubtedly explains why certain cases 
of retroversion are sterile. Insufflation would help to indicate Avhicli 
of these cases should be operated although they are free from symp- 
toms other than sterility. 

Other cases in AAdiicli the results of insufflation Avere eheehcd at 
operation included: — 

31 cases of chronic pelvic inflammatory disease 

36 cases of retroversion complicated by chronic pelvic inflammatory 
disease 

10 eases of fibrosis uteri or small multiple fibroids 

4 cases in nfliich the tubes were convoluted and of the infantile 
type. 

A large percentage of the pelAue inflammatory cases had definitely 
occluded tubes at operation. The cases Avhicli sliOAved the tubes to 
be partially occluded when examined bj’’ tbe Rubin method proA'ed 
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to have either one tube open and one closed or both tubes kinked 
or partially occluded by pelvic adhesions. In certain cases the tubes 
appeared normal except for congestion. It is possible to have rather 
marked peritoneal adhesions which do not obstruct the fimbriated 
ends of the tubes or occlude them by congestion or kinking. 

In myomatous uteri the tubes may be partially or completely ob- 
structed without showing disease at operation. 

Three out of four of the eases in which the tubes were convoluted 
and of the infantile type showed complete occlusion when examined 
before operation. 

Insufflation .showed the tubes freely patent in three eases operated 
for right salpingitis and in two cases operated for bilateral salpin- 
gitis. Appendicitis caused the symptoms in two of the eases, a uni- 
lateral cystic ovary in one ease and bilateral cystic ovaries with varices 
of the broad ligaments in two cases. 

As stated above cases were classified as patent, partially occluded 
or occluded according to the level of pressure at which gas entered 
the abdomen. It was found early in this study, when cases were ex- 
amined at operation after insufflation, that a definite single level of 
pressure could not be obtained, below which it could be said that 
tubes were normally patent and above which it could be said that 
some obstruction existed. One fact which was uniformlj’- ver}’’ strik- 
ing was that tubes were very easily obstructed. Ajiy condition which 
produces congestion of the pelvic organs such as menstruation, uterine 
displacements, pelvic inflammatory disease, myomata uteri, fibrosis 
uteri or ovarian neoplasms may cause partial or complete obstruction 
of the tubes. It was assumed for this reason that it would be possible 
to find a very low level of pressure which would indicate that both 
tubes were not only patent but normal. On the other hand, if a high 
level of pressure were required on repeated examinations before gas 
entered the abdomen, some obstruction must be present. Although 
the series of cases operated following insufflation is still small, the 
findings indicate that — 

1. If gas passes into the abdomen at an intrautei’ine pressure of 
100 mm. or below at 20 to the 100 rate of flow, we may be sure that 
both tubes are patent and normal. 

2. If an intrauterine pressure of 150 mm. or more is required on 
repeated examinations liefore gas enters the abdomen, we may be sure 
tliat some cause for obstruction exists whether it can be felt by 
liimauual examination or not. 

3. lYhcn gas enters the abdomen between 100 mm. and 150 mm. 
of intrauterine pressure, we mu.st combine our pres.sure findings with 
other means of diagnosis to determine the condition of the tubes. 
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It is interesting to note in tliis series of 600 cases that gas entered 
the abdomen: 

At 100 Ttini. or less of intrauterine pressure- in 142 cases of 23.6 per cent. 

Between 100 and 150 mm. intrauterine pressure in 91 cases or 15.3 per cent. 

Between 150 and 200 mm. intrauterine pressure in 157 cases or 26.1 per cent. 

The tubes were occluded in 210 cases or 35 per cent. 

In other words we could be reasonablj’^ certain that both tubes were 
normal in 23.6 per cent of the cases and that there was some cause for 
partial or complete obstruction in 61.1 per cent of the eases. The 
percentage of eases in which gas entered the abdomen between 100 
and 150 mm. was small, 15.3 per cent. This represented the cases in 
which the method did not give definite information as to tlie condition 
of the tubes. 

As stated above, the tubes are very easily obstructed. Therefore 
when we find them freely patent we maj’’ be quite sure that they are 
also normal. If any obstruction is present at repeated examinations, 
some cause for obstruction is also present, whether we are able to 
find it or not by ph 3 '^sical examination. As seen from the above 
statistics the method was of definite value in determining the condi- 
tion of the tubes in 84.7 per cent of the cases examined. 

There are undoubtedlj’’ conditions which obstruct the passage of 
gas through the tubes which cannot be seen when the tubes are exam- 
ined at operation. This is particularly true in the presence of uterine 
displacements. As noted above 21 cases were operated for uncom- 
plicated retroversion in which the tubes appeared to be normal, al- 
though 42.8 per cent showed partial or complete tubal obstruction 
when examined before operation. It has frequentl}’’ been ohseiwed 
that cases examined too near a menstrual period had partiallj' or 
completel}’’ obstructed tubes. If the same cases are examined at a 
later date well awaj'- from their periods, the tubes are normal!}'’ pa- 
tent and would probablj^ appear normal to inspection. It is obvi- 
ously impossible to say that tubes are patent because they appear 
normal to inspection. 

A summary of the examination of twent 3 ’’-five eases following pelvic 
operations, "follow-up cases,” is as follows: 

Botli tubes removed, 5 cases, partially occluded, 3, occluded, 2. 

One tube removed, 4 cases, partially occluded 2, occluded 2. 

Both tubes resected, 4 cases, occluded, 4. 

One tube resected, 3 cases, patent, 1, partially occluded, 2. 

One tube removed and one tube resected, 4 cases, occluded, 4. 

Salpingostomy, bilateral, 2 cases, occluded, 2. _ 3 -i o 

Cases operated for adherent retroversion, 3, patent, 1, partially occluded, jj . 

This very small series seemed to indicate in the eases examined that 
where the tubes were seriously enough involved to require bilateral 
resection, bilateral salpingostomy or the removal of one tube and 
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resection of the other, operation failed to open them or to keep them 
open. A total of ten such cases was examined and all were found 
occluded. It is also interesting to know that gas entered the abdo- 
men in three out of five cases that had had bilateral salpingectomy. 

The test has been used to follow cases of acute pelvic infiammatory 
disease treated nonoperatively. One ease was confined to the hos- 
pital for seventeen days with severe pelvic pain, temperature and 
leucocytosis. Examination at that time showed bilateral tender pel- 
vic masses. She was insufflated one year later when she was entirely 
free from symptoms. The pelvic examination was negative and the 
tubes were found freely patent. 

A small number of cases were insufflated at intervals following con- 
servative operative procedures on the tubes. These cases were insuf- 
flated in order to prevent the tubes from becoming closed by adhe- 
sions as they healed. In the small number of cases followed the results 
have not been encouraging. In three cases the tubes were patent after 
operation but gradually closed as shown by subsequent examinations. 

It has been of considerable interest to follow the sterility patients 
who had been insufflated to see if conception would result, from open- 
ing obstructed tubes. Nine persons who were insufflated, subse- 
quently became pregnant. Other pregnancies may have occurred in 
cases which we have been unable to follow. The histories of the 
cases which became pregnant may be briefly summarized as follows: 

1. Mts. a. K., No. 22866 ago twenty-nine, married three years. Never preg- 
nant. Dysmcnorrhoca. Anteflcxed uterus and endocervicitis. Date of insufflation, 
August 10, 1921, maximum pressure, 115 mm. Last period before pregnancy Octo- 
ber 17, 1921. Last visit to the clinic, February 16, 1922, then four months pregnant. 

2. Mrs. A, L., No. 27979. Ago twenty-one, married six years. Never pregnant. 
Leucorrhea, marked endocervicitis. Date of insufflation. May 4, 1921. Maximum 
pressure 104 mm. Operation May 9, 1921, tracheloplasty, Sturmdorf. Pregnant 
three months after operation. Examined nine months after operation. Dterus was 
then the size of six months pregnancy, fetal heart heard. 

3. Mrs. E. L., No. 27227. Age twenty-five years. Married four years. Never 
pregnant. Pain in both lower quadrants. Operation February 4, 1921, appendec- 
tomy, separation of peritoneal adhesions. Date in insufflation December 28, 1921. 
kfaximum pressure with each of first two trials, 250 mm. Gas passed into the ab- 
domen at 180 mm. with the third trial. Last menstruation May 15, 1922. Patient 
last seen in clinic September 27, 1922. She was then four months pregnant. 

4. Mrs. M. kL, No. 27599. Age thirty-two. Iilarried eight years. Had had five 
induced abortions, the last three years ago. Complaints, sterility and leucorrhea. 
Endoccia-icitis. Operations, March 17, 1921, tracheloplasty, Sturmdorf. March 13, 
1922, dilatation and curettage; resection of tube, right; removal of parovarian cyst, 
right. Date of insufflation September 1, 1921. Jlaximum pressure 120 mm. Pa- 
tient was referred to the Obstetrical Department, January 10, 1923, four months 
pregnant. 
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5. Mrs. C. S., (Private Case), Age thirty. Married eight years. One full terra 
child delivered by forceps one year after marriage. Complaint, sterility. Lacera- 
tion of cervix and right adnexal disease. Date of insufflation May 4, 1921. Maxi- 
mum pressure 17S mm. Patient became pregnant after her next menstrual period 
and has since been delivered. 

6. hirs. D. S., No. 25965. Ago twenty-six. Married eight years. One full tern? 
child one year after marriage. Complaints, sterility, backache, leucorrhoea, pain in 
lower abdomen. Operation June 26, 1920, plastic on cerrnx and pelvic floor; resec- 
tion of left tube; separation of adhesions; appendectomy; operation for retrover- 
sion (Simpson). Date of insufflation December 21, 1921. Maximum pressure 190 
mm. Patient was examined and found live and a half months pregnant on Septem- 
ber 20 1922. 

7. Mrs. E. C., No. 24683. Ago twenty-two. Married six years. One full term 
child one year after marriage. Complaints, sterility, dysmenorrhoea and backache. 
Laceration of cervix and bilateral salpingitis. Date of insufflation December 7, 
1922. Maximum pressure 160 mm. Operation January 26, 1922, dilatation and 
curettage. Patient is now eight months pregnant and will be delivered in the 
hospital this month. 

S. Mrs. G. C., (Private Patient). Age twenty-eight years. Married four years. 
Never pregnant. Insufflation maximum pressure 110 mm. P.atient became pregnant 
two months after insufflation and is to be delivered in the hospital about January 
15, 1923. 

9. Mrs. L. B., (Private Patient). Age twenty-eight years. Married six months. 
Never pregnant. Date of insufflation December 17, 1921. Maximum pressure 70 
mm. Husband normal. Patient became pregnant one month after insufflation and 
has since been delivered of twins. 

Fi’oin the histories of these eases it is veiy difficult to determine 
whether we can credit the method with any of the pregnancies which 
have occurred. Certainly the method had a therapeutic value in only 
a very' small percentage of cases. 

A study of the Eubin method was undertaken to determine whether 
it ivas a safe, practical diagnostic procedure. When patients were 
being routinely examined with the fluoroseope, fainting occurred in 
several cases. One patient who Avas a chronic epileptic deA’eloped a 
seizure of short duration immediately following insufflation. The 
fact that 600 cases have been examined Avithout any serious casualty 
proA'es that the method is reasonably safe. The technic of the test 
is simiAle. The discomfort to the patient is not great AA'hen the exam- 
tion is carefully done. 


CONCLUSIONS 

1. The Eubin method for the determination of tubal patency is a 
simple, safe, diagnostic procedure. 

2. If details in technic are carefully controlled Ave can form a def- 
inite opinion as to the condition of the tubes in approximately 85 per 
cent of the cases examined. 
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3. Patients should not he examined when near a menstrual period 
or in the presence o£ acute pelvic inflammatory disease or serious or- 
ganic heart disease. 

4. All cases of sterility, in which a definite diagnosis of the cause 
cannot be made by bimanual pelvic examination, should be insufflated. 

5. Conditions which accompany menstruation, uterine displacements, 
ovarian and uterine tumors may cause partial or complete tubal ob- 
struction and yet not be apparent to inspection at operation. 

6. The method is almost entirely diagnostic. Pregnancy follows 
insufflation in only a very small percentage of cases. 

7. Operative procedures which are done to open tubes or to keep 
them open in cases where both tubes have been involved in an inflam- 
matory process, fail in a very high percentage of cases. 

I wish to acknowledge my indebtedness to Dr. George Gray Ward, 
Chief Surgeon of the Woman’s Hospital, for the opportunity to estab- 
lish a clinic for the study of these cases. 
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FIBROID TUMORS COMPLICATING PREGNANCY AND THEIR 

TREATklENT* 

By Geo. W. Kosmak, M.D., P.A.C.S., New York, N. Y. 

Attending Surgeon Lying-In Hospital 

T AM tempted to present my subject to this Society not because I 
A have anything new to offer, but simply to reiterate by a word of 
caution the need of closer attention to pregnancy associated with 
fibroid tumors of the uterus. The great variation in the distribution 
of these tumors, their behavior during pregnancy, the differences in 
their histologic character and their clinical features before, during, 
and after labor, have combined to contribute to medical literature 
a great variety of personal opinions as to the course to be followed. 
On the one hand we find extreme conservatism combined with a desire 
to leave tlie case to Nature’s ministrations. On the other, but much 
less frequently, we meet with a radical trend of thought which advo- 
cates removal of the tumor or of the pregnant uterus as the only sal- 
vation. Between these two extremes are other views couched in 
more moderate language. Personally, I must confess a fear in the 
presenc e of this condition that has not been alleviated by a consid- 

T>1,’-ua?y mcotingr of the Philadelphia Obstctric.al Socletj-. 
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erable expei’ienee. I am frank to confess that the presence of a 
fibroid tnmor associated with pregnancj’’ fills me with doubt and un- 
certainty until a period of at least three or four months has elapsed 
after delivery. While it is true that Nature is able in manj’’ eases to 
handle the complication satisfactorilj’-, both from the mechanic or 
physiologic and histologic standpoint, the uncertainty which attaches 
to each particular ease calls for A^eiy careful supervision and a readi- 
ness to interfere when the occasion arises. 

We may divide fibroids associated with pregnancy into two gen- 
eral classes. In the first, the tumor is m3’’omatous or fibromj^omatous, 
situated iu the wall of the uterus and participating in its dcA^elop- 
ment with the muscle cells of that organ. No involvement of the 
endometrial lining need occur in such cases and the presence of the 
growth in the uterus maj^ merelj’- constitute an obstruction to labor, 
which is often overcome h}'’ the natural forces. In the second 
group of eases the tumor invades the endometrium with the produc- 
tion of irregular bleeding, or its orderl}'^ growth indieates exacerba- 
tion with the production of a marked hj^peremia in the tumor itself, 
accompanied b.y pain; or degeneration takes place in its substance 
with the production of a possible sepsis, either during pregnancy or 
after labor. Although such a theoretical classification is possible, the 
clinical diagnosis is often surrounded with difficulties and an appar- 
entl3>- harmless growth during pregnancy may suddenlj’’ take on char- 
acteristics that endanger the life of the patient. For this reason all 
such women should be kept under most careful observation during 
pregnancj^, and the occurrence of either pain or hemorrhage should 
at once call for rest in bed and if possible, sojourn for further obser- 
vation in a hospital. 

Authorities vaiy as to the pathologic processes which take place 
in these growths insofar as actual degeneration is concerned, hut 
enough case reports are now on hand with careful histologic exam- 
inations, so that we must accept the process of necrosis of fibroids 
during pregnancy as a possibility. If we can make a diagnosis of 
degeneration a waiting course is surrounded with danger because of 
the complications arising from a possible intraperitoneal rupture or 
an extension of the infection to other places. 

It is generally accepted that delivery by the normal forces will 
occur in the majority of eases and statistics seem to bear out tins 
assumption. Apparently it is only the exceptional instances in which 
rapid growth of the tumor with possible degeneration, pain, or bleed- 
ing, calls for operative interference. Most women with uterine 
fibroids are said to go through pregnanej^ without symptoms. Yet 
from personal obseiwation and experience I feel that interference 
should not be delayed if pain, bleeding, or fever — either alone or to- 
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gether— develop at any period of pregnancy and do not subside read- 
ily and promptly with rest in bed. 

In 1911 R. W. Lobenstine reported a series of 100 cases of fibroid 
tumors in pregnancy from tbe Lying-In Hospital service and of these 
85 went to term, but 21 required operative delivery. Eliminating 10 
low and median forceps deliveries, this left 3' versions, 2 high for- 
ceps, 4 cesarean sections and 2 Porro operations. Myomectomy was 
only done twice in the series ; once in a primipara at the fifth month 
who aborted the next day, and another, also a primipara, at the third 
month, who delivered herself spontaneously at term. Suppuration in 
fibroid tumors was diagnosed in 6 cases postpartum with one death, 
but as there were three other deaths in the series, it is probable that 
gangrene with extension of the sepsis took place in some if not all of 
the other eases. During the first four weeks after delivery a complete 
hysterectomy for sloughing of the myoma was done in 3 cases and 
vaginal myomectomy in four others; Avhether operation was done sub- 
sequently in the others is not stated. A maternal mortality of 4 
cases in 85 in which shock and sepsis were stated to account for 
death in 3 and intestinal obstruction during the puerperium in the 
fourth, must be accepted with some hesitancy as a satisfactory result. 

Since the compilation of this report the writer has had a personal 
experience with a considerable number of cases in private and hos- 
pital practice and in view of his observations is less inclined to look with 
equanimity on this complication, although Pinard in 1904 stated, that 
64 per cent of his cases were delivered spontaneously and Troell 
reports 68 per cent. P. W;. Lynch in a recent text-book on pelvic 
neoplasms accepts these and other figures as a favorable indication 
for noninterference.' It has seemed to me, however, that the general 
complacency in the presence of fibroid tumors of the uterus that are 
associated with pregnancy, is not a favorable or safe attitude for the 
profession to assume. A mortality of over 4 per cent reported by 
Lobenstine, and which can probably be duplicated in other series of 
cases, should not be accepted without comment, especially as the 
cause of death in each instance Avas due to sepsis. Myomectomy dur- 
ing pregnancy is usually decried, and Lynch, for example, states that 
“it appears to him as a surgical curiosity Avith rather a narroAV field 
for the treatment of fibroids complicating pregnancy, because it is 
most difficult to perform successfully in the class of eases in Avhich 
interference is more frequently demanded, namely, pelvic impaction; 
as well as the fact that subsequent adhesions are almost the rule, and 
there is the ever present possibility that the scar may rupture dur- 
ing labor in the CA’^ent that the case escapes abortion and comes to 
term.” I fully agree Avith him that compelling indications are nec- 
essary, but judgment must be exercised in determining Avhen these 
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indications iiave reached the limit of tolerance on the part of the 
patient. It is not possible to state definitely in any one case just 
when interference should be practiced before term. But if a tumor 
becomes large enough to cause pain or obstruction, or fever, or bleed- 
ing, it should be removed if enucleation is possible, or. a hysterectomy 
should be done. If the pregnancy has advanced sufficiently far to 
permit of the delivery of a living child by cesarean section or other- 
wise, this decision should be made before term, because the nutrition 
of the fetus is often interfered with by placental separation in fibroid 
uteri. Where the groAvth is impacted in the pelvis a myomectomy may 
be difficult, but where the tumor is above tlie pelvic brim myomectomy 
can usuallj^ be done with good results and abortion avoided by thor- 
oughly narcotizing the patient for several days after delivery. 

There is another accident of likely occurrence of which an instance 
has come to my attention recentlj’’, to be detailed further on. I refer 
to rupture of the lower uterine segment where fibroids are present in 
this region. It is also possible that many eases of so-called sponta- 
neous rupture of the uterus may have unrecognized fibroids as the 
basis for the accident. 

The recital of certain tj'pical eases of fibroids associated with preg- 
nancy may serve to demonstrate more effectually my contentions as 
outlined and serve as salient factors in the conclusions which I present. 

Prcg-nancy in a Uterus After Myomectomy, with Subsequent Delivery. Mrs. 
R. N.- — Had an abdominal myomectomy done in November, 1916. She married 
.subsequently and her first baby was born in January, 1919, at the Lying-In 
Hospital, with a forceps delivery. She apparcntlj' made an uninterrupted recovery. 
Her menstruation was regular, moderate in amount and she became pregnant 
again the latter part of 1922 and went along without much difficulty except 
for attacks of left sided pain which were relieved by lying down. No tumor could 
bo palpated. She was more or less asthmatic, however, all through this pregnancy 
and was finally delivered at the Lying-In Hospital in August without any difiiculty. 
The placenta was not expelled three hours later and as there was more or less bleed- 
ing a manual extraction was done. It was found finnly adherent over at least one- 
half its area to the anterior wall of the uterus, evidently in the region of the scar. 
The puerperium was marked by a very slow involution of the uterus with consider- 
able bleeding. Her asthma becoming very much worse, the patient failed to report 
for observation and treatment of her pelvic edndition and I did not see her again 
until January of this year (1923), when she stated that she had menstruated at 
monthly intervals since the birth of the child but very much more profusely. Her 
last period began about January 11th and was much more abundant than usual. 
On the afternoon of January 18th she discharged what she described as a very 
large, hard, blood clot and experienced severe cramp-like pains in the uterus. Wlien 
seen by me shortly afterward the patient presented a markedly exsanguinated ap- 
pearance, with a weak pulse and was in the midst of an asthmatic attack. Ex- 
amination showed the uterus anteverted, about the size of a three months' preg- 
nancy and hard but with a soft cerrdx which was sufficiently dilated to admit one 
and one-half fingers. A considerable mass of broken down tissue, without odor, 
was removed with the finger and it is very probable that a fibroid tumor had been 
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passed. An exploratory curettage was done the next day and the cervix found to 
have contracted down since the previous examination. The uterine cavity was about 
five inches deep and at least a tablespoonful of broken down muscle tissue was re- 
moved. The patient’s blood count before operation showed 3,500,000 red cells with 
numerous poikilocytes, a color index of 5, hemoglobin content 3o per cent. Prep- 
arations for transfusion were made and in view of the patient’s asthma, care was 
taken to guard against any anaphylactic shock. Both the donor and the patient 
were starved for six hours and about 600 c.c. of blood by the direct syringe method 
was given. The patient had a moderate dull that night and the following night 
another chill with severe dyspnea and cyanosis, a weak thready pulse and went into 
collapse. She recovered within an hour after thorough stimulation but had an- 
other attack about a day later, though less severe. Tire hemorrhage was checked. 
After this improvement was rapid and an examination on January 29th showed the 
uterus still about the size of a three months’ pregnancy but quite hard, nodular, and 
the cervix firmly closed. 

Comment . — The course of this case shotvs that a patient with a 
fibroid uterus should be kept under the closest possible observation 
even though she has gone through an uneventful pregnancy after a 
previous myomectomy. The slow involution after the second preg- 
nancy pointed undoubtedly to the presence of other fibroids that 
were not immediately diagnosed but would undoubtedly have been 
detected had subsequent examinations of the patient been made. 

A similar case with a more satisfactory outcome was that of Mrs. S., a para- 
ii, who come to me early in her second pregnancy with a fibroid tumor distinctly 
palpable in the lower uterine segment anteriorly. A steady enlargement of the 
growth occurred until she went into labor at term, when it was at least six inches 
in diameter but had been displaced above the brim. Delivery by the natural forces 
progressed until the head reached the outlet when a low forceps operation was done. 
At the time of discharge from the hospital, two weeks later, the mass could be dis- 
tinctly felt in the lower uterine segment but there was no bleeding. During the 
next two weeks there were slight occasional hemorrhages and a rather foul dis- 
charge. When seen about a month later the patient had had a severe chill and ex- 
amination showed the cervix two fingers, dilated with a rounded mass occupying the 
lower utei’ine segment. The patient was kept in bed and given small doses of 
ergot. Within twenty-four hours strong uterine contractions expelled a tumor as 
large as an orange into the vagina from which it was manually removed. The pa- 
tient ran a moderate fever for several days and then involution proceeded quite 
promptly. 

The fact that pregnancy can proceed in a uterus which has been subjected to 
a myomectomy is well shown by the case of Mrs. N., already detailed and also by 
that of Mrs. R., a doctor’s wife, 31 years of age, who had her first baby after a 
moderately hard labor, which was terminated by forceps. Tire child died two 
weeks later in coma. The puerperium was free from fever but a foul lochia per- 
sisted for throe weeks and there was considerable sloughing of the perineum. 
During this pregnancy the patient had a great deal of pain on the left side of the 
uterus and an attack of influenza with pneumonia developed during the sixth month. 
There was marked albuminuria. "Wlien first seen by me, about ten weeks after her 
confinement, she presented a subinvoluted uterus with a distinctly palpable fibroid 
on the left side. The patient was very desirous of having a child but in view of 
the undoubted fibroid condition of the uterus with its accompanying symptoms, I 
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advised against her becoming pregnant until after an exploratory reparative opera- 
tion. This was done in June, 1920. The very much eroded and lacerated cervix 
was satisfactorily repaired with a Sturmdorf tracheloplasty and a simple Hagar 
perineorrhaphy was followed by laparotomy. E.xploration showed the uterus en- 
larged to the size of a grapefruit with a soft rounded mass projecting from the 
fundal region and a much softened cystic mass in the region of the right cornu 
wliicli extended down between the layers of the broad ligament. An hysterectomy 
seemed indicated but in view of the patient’s age and great desire for offspring, 
it was deemed advisable to do a less radical operation. Botli tubes were normal, 
likewise the ovaries. The two well marked tumors were then enucleated with 
considerable difficulty and the patient made a fairly rapid and satisfactory recov- 
ery from the operation. The wounds healed by primary union and a later 
examination showed the uterus freely movable, small, hard, and the subsequent 
periods although somewhat irregular were much less profuse than formerly. There 
was no exacerbation of the patient’s nephritis as the result of this operation and 
when seen again in October, 1921, she was pregnant about five months. Aside from 
some discomfort the patient had a moderately satisfactory pregnancy and went 
into labor spontaneously January 30, 1922. Tliis was terminated by an easy low 
forceps. Baby cried vigorousl}', and weighed over nine pounds. The placenta was 
expressed by Credo without any subsequent hemorrhages. The uterus involuted very 
satisfactorily and several months later was found in an anteverted position, freely 
movable and no evidences of any fibroid tumors present. The cervix did not show 
any fresh lacerations or erosions. Aside from a slight adnexal tenderness on the 
left side, the patient was in good condition so far as her pelvis was concerned. 
The baby unfortunately died when eight weeks old from an intracranial hemorrhage 
that was apparently of hemophilic origin. The patient was seen again a few week’s 
ago and is now several months’ pregnant. This case shows that even an extensive 
resection of the uterus with the removal of several fibroids is capable of satisfac- 
torily undergoing the strain of pregnancy and labor. 

In contrast to the conservative treatment of the cases noted is that of Mrs. B., 
a woman 40 years of age, with five living children, who was adTnitted to the Lying- 
In Hospital in November, 1922, with a history of irregular bleeding after a period 
of amenorrhea beginning in August and accompanied by pain and a marked sec- 
ondary anemia. Examination showed an abdominal tumor extending above the um- 
bilicus, irregular in .outline and consistency. The upper part w-as soft and the pa- 
tient claimed she felt life. Examination showed a rather emaciated woman, very 
pale, and bleeding moderately from the cervix. The case seemed to call for radical 
treatment and after keeping the patient in bed for over a week, an abdominal 
operation was undertaken. The tumor mass was found to be the size of a seven 
months’ pregnancy, the upper portion being cystic and thinned out with a contained 
fetus and the pelvis filled up with numerous hard, fibroid masses. A complete 
hysterectomy was done, which was rendered difBcult by the many and large veins 
in the broad ligaments which gave rise to considerable hemorrhage. The patient 
made a fairly good recovery and the wound healed by primary union but during 
the course of the second week she developed a thrombosis in the right leg and a 
few days later well marked evidences of an infarct pneumonia. From all of this 
she recovered and when discharged about a month later had improved greatly al- 
though she still had some trouble in manipulating her right leg. In this case the 
woman’s age and the situation of the pregnant portion of the uterus above the 
fibroid mass precluded any palliative operation. Constant bleeding for several 
months had produced such a marked secondary anemia that no other course could be 
considered. 

That pregnancy may continue to term without interruption after intrapartum 
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myomectomy is well shown by two cases that I have already reported in a pre- 
vious communication (New York State Medical .Journal, August, 1922). 
The first of these was Mrs. E., a para-i, admitted to the Lying-In Hos- 
pital in August, 1915, seven months pregnant and complaining of marked 
pain and tenderness in the left side of the abdomen wliieh had been present 
for several weeks. At various times slight vaginal bleeding was noticed 
and moderate elevation of temperature was present and the patient seemed 
very uncomfortable. An exploratorj' laparotomy was done, based on the probable 
diagnosis of fibroid tumor with possible degeneration. The round vascular tumor 
in the region of the left cornu was readily shelled out, it being of the subperitoneal 
type and the endometrium not being involved. Prompt and satisfactory union oc- 
curred and the patient went to term and was subsequently delivered elsewhere with- 
out difdculty. 

The second case, a Mrs. W., was admitted to the Lying-In Hospital with a his- 
tory of a five months’ pregnancy. She complained of severe abdominal pains and 
the examination showed an irregularly enlarged uterus, with a tense bulging mass in 
the culdesac; a moderate elevation of temperature and leucocytosis was present. 
Exploratory laparotomy based on the probable diagnosis of fibroids complicating 
pregnancy showed the uterus enlarged to the size of six and one-half months. On 
the left side anterior to the broad ligament was a firm ovoid tumor attached by a 
broad base to the uterine wall, the central portion of which was soft and apparently 
ready to break through the serous covering. This was excised and another tumor 
as large as the closed fist was found firmly impacted in the pelvic brim. T3ie uterus 
was entirely delivered out of the abdominal cavity and the tumor excised with dif- 
ficulty. Another smaller tumor was removed from the anterior surface of the 
uterus after which the organ was replaced in the abdomen. Notwithstanding the 
handling to which the uterus had to be subjected, it was not thought advisable to 
do a hysterectomy, for even if abortion occurred, the patient would still have her 
uterus for another perhaps more successful gestation later on. The patient made an 
excellent recovery and went into labor spontaneously at term, delivering herself 
without any assistance. The. uterus involuted satisfactorily and the patient was 
seen within a few months and found to be in excellent condition — the uterus small 
and not showing evidences of further fibroid growth. The report of the specimens 
removed showed necrosis of the central portions of all the tumors and had this pa- 
tient been allowed to go on she would undoubtedly have developed a serious intra- 
abdominal condition. 

These cases are each examples of the various types of fibroid tumors 
complicating pregnancy that are commonly met with. Since the 
publication of Lobenstine’s figures, I have gone over another series of 
histories from the serAuce of the New York Lying-In Hospital in 
which there ivere records of 114 cases Avith fibroid tumors of sufficient 
size to be notcAvorthy. These are the histories of 33269 confinements 
including abortions and postpartum cases of less than ten days, 
admitted to the In-Door Service from January 1, 1912, to January 1, 
1923. In some of these cases the diagnosis of fibroid Avas not made 
until after delivery and constituted no obstruction or interference 
with labor. 

My study of these cases is more or less superficial but I shall sub- 
.iect them to closer scrutiny at a later period. The proportion of 
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fibroids complicating pregnancy noted in tbe period of eleven years 
is approximately 0.034 per cent. I ivas rather surprised to find that 
the total number of cases with this complication that were entered 
during the last two years amounted to 38; whereas in the previous 
eight years there were only 76. "Whether this was due to the increased 
service, or whether more cases of this kind were referred to us, I am 
not yet prepared to sajL Out of the total number there were 51 cases 
that delivered themselves without operative interference and in the 
remainder (63), forceps operations were done 13 times (including 
one high forceps), and version seven times. There were 21 cases in 
which cesarean sections were done, including four of the number that 
presented contracted pelves. The operation was combined with myo- 
mectomjf in 9 instances and a complete hysterectomy was done in one. 
In this series of cesarean there was one death from postoperative 
pneumonia. There were two vaginal cesarean sections done with 
myomectomy, of which one recovered and the other died from shock. 
Abdominal hj^sterectomy after labor was done in two cases, and 
during pregnancy in one. Craniotomy was done twice, in both in- 
stances on the after-coming head after version with breech extraction. 
Induction of abortion was done in two cases, once with a myomec- 
tomy. There is also a record of a manual dilatation with version and 
breech extraction with death of the mother, and another death re- 
sulted in a spontaneous deliveiy from cerebral hemorrhage. This 
gives us a total of four deaths of mothers which may be attributed 
to operation. 

Certain other facts elicited in this series are of interest. Placenta 
preiua associated with a fibroid uterus was noted in five cases and 
manual extraction of the placenta ivas done 11 times. Fever, or a 
temperature above 100.4 for over twentj'-four hours, was present in 
21 cases. The condition was associated with toxemia in four in- 
stances, one of which was an eclamptic. Displacement of the fetal 
parts was noted in 17 cases, including three prolapsed coi'ds. There 
were three instances of twin pregnancy in the series, in one of which 
delivery was done by cesarean section. Syphilis was diagnosed in 
four cases. Regarding the babies it is to be noted that thei’e were 
23 cases of premature delivery and 15 stillbirths. Abortion (from 
three to five months) occurred in 11 eases. 

It must be admitted that the figures quoted are rather disquieting 
and are not quite as favorable as those from other clinics in which 
similar cases were studied. 

Guggisberg {Necrosis of Myoniaa During Pregnancy, Schweiz, med. 
Wocliensclir., April 28, 1921, 51, No. 17) reported a series of 16 eases 
occurring in his clinic during a period of eight years from 1912-1920 
in which operative interference was found necessary and a total 
liystereetomy done without a death. In seven necrosis was present. 
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Heimann {Moiutisclir. f. Geh. u. Gyn., May, 1921), reporting in a 
clinical article tlie myoma eases from Kiistner’s clinic in Breslan dur- 
ing recent years, found a total of 12 eases in which the myoma was 
of noteivorthy size. Abdominal enucleation for symptoms was done 
six times with four resulting abortions. The expectant treatment 
Avas folloAved in the remaining -six eases and four delivered sponta- 
neously. There was no maternal or fetal mortality in this group. 

Attention must be called to the fact, however, that many of these 
Avomen Avere referred to the Lying-In Hospital by outside physicians 
because the fibroids were the cause of a dystocia, and undoubtedly 
the groAvth of the service in this particular hospital contributed to 
the increased number. 

CONCLUSIONS 

(1) The presence of uterine myoma and fibromyoma during preg- 
nancy calls for the most careful observation for evidence of 
local necrosis and if this is diagnosed by the presence of feAmr and 
an increased Avhite-cell count, operation should be considered — either 
a myomectomy or hysterectomy. (2) Where a tumor is situated in- 
the loAver uterine segment and may possibly interfere Avith delivery, 
operative interference should be considered if the tumor fails to rise 
out of the pelvis during the last two Aveeks before labor, or in the 
early stages of this process. (3) Exploratory operation is ahvays 
possible and myomectomy Avith satisfactory suture of the Avound in 
the uterus may be done Avithout producing abortion if the patient is 
deeply anesthetized and kept under narcotics for several days after 
delivery. Even if abortion occurs, the uterus is ahvays left for a 
possible future pregnancy. (4) If a uterine myoma or fibromyoma 
undei’goes degeneration during the puerperium as evidenced bj’- pain, 
feA'^er, continuous lochia, either bright or foul, and possibly evidences 
of peritonitis, an exploratory operation should not long be delaj^ed. 
It may be possible to enucleate the tumor through the vagina if it 
presents in the lower uterine segment, or if it shows evidences of 
spontaneous expulsion this process may be hastened by the admin- 
istration of ergot at regular intervals. (5) Myomectomy may be 
undertaken after the birth of one or more children Avithout fear of 
rupture of the scar in a subsequent pregnancj’-, provided infection 
of the scar does not take place. (6) The induction of abortion during 
the early months of pregnancy should not be regarded AAdth favor, as 
infection or trauma may damage the tumor tissue to such a degree 
that eouAmlescence may be markedly protracted and disturbed. It 
might be better to await the groAA'th of the fetus to Auable proportions 
if no complicating factors appear and then do a cesarean section Avith 
or AAuthout hysterectomy, or else do a total ablation of the uterus in 
the early months Avhen symptoms demand the same. 

2.^ East NixETY-Tiiinn Stheet. (For Simon, see p. 120.) 



THE PROCESSES OP TUBAL PREGNANCY® 

By Ellice SIcDonald, M.D., Philadelphia, Penn. 

(From the Gynecological Pathology Laboratory of the University Hospitali) 

'^UBAL pregnancy is commonly understood to be pregnancy witliin 
the lumen of the tube, but is really pregnancy outside of the tubal 
mucosal canal and between the muscular coats of the tube wall. 

When the oviun is implanted in the tube, whatever may be the cause, 
it is deposited upon the mucous membrane, but sinks within the tissue.s 
of the tube, so as to embed itself below the mucous membrane, ex- 
actly as it does in normal pregnancy in the uterus. The ovum pene- 
trates the surface mucosa and buries itself between the layers of the 
muscle of the tube. Peters,’- Opitz- and others have shown that this oc- 
curs in normal uterine pregnancy and that the ovum embeds itself 
deep within the uterine mucosa and there develops. In tubal pregnancy 
a similar process occurs. The ovum embeds itself below the mucosa and 
between the muscular coats and proceeds to develop there. The ovum 
has apparentlj’- a pseudomalignant property of destruction of tissue, so 
that it passes through the tubal mucosa by active burrowing action to 
rest below the mucosa. It is probable that this destructive action of 
the ovum is due to a proteolytic ferment as the muscle in advance of 
the actual destruction is altered by swelling, degeneration and break- 
ing do^vn of the fibres, even before the fibres are in contact with Lang- 
hans’ cells, constituting the deep cellular layer of the ehorionie ^dlli. 
The lumen of the tube is separated from the gestation sac by a well 
marked muscular and mucosal layer. 

The ovum is rarelj’’ embedded in a fold of mucous membrane, but 
must come to lie between two folds (intracolumnar) on the base of the 
mucous membrane which it very promptly penetrates to reside' between 
the muscular coats. Embedding in a diverticulum of the tubal mucosa 
has been suggested as a cause of tubal pregnancy, but this is probably 
only an accident, although undoubted cases have been reported. The 
burrowing or pseudomalignant property of the ovum is such that it 
will quickly make a place for itself by penetrating the mucosa, so that 
such an explanation as embedding in a diverticulum is unnecessary. 
Embedding in a diverticulum is very difficult of proof because of this . 
penetrating action of the o'vum. Unless the scar caused by the penetra- 
tion of the ovnm through the mucosa is found, which would be ex- 
ceedingly difficult to do, it is hard to see how embedding in a divertic- 
ulum could be proved, because the diverticulum itself may he involved 
in the corroding advance of the trophoblast. 

♦Read at a meeting of the Rhiladelphia Obstetrical Society, February 1, 1923. 

tl am indebted to Dr. C. C. Norris, Director, for advice and assistance. 
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The embedding of the ovum below the tubal mucosa has been studied 
by Futh, Grusdew, Kuhne, Kreisch, Aschoff, Heinsius, Uleska Stroga- 
nowa, Kroemer, Fellner, v. Franque and Garkisch and others. It has 
apparently, however, not been appreciated that the first accident in 
tubal pregnancy is that of extravasation of blood between the coats 
of the tube wall and that the first hemorrhage is usually confined within 
the outer boundaries of the tube itself. The first accident is a hemor- 
rhage at the site of the ovum and is due to the opening of blood vessels 
by the destructive action of the trophoblast and this hemorrhage fur- 
ther splits the muscular coats of the tube wall and dissects them apart. 
Apparently this fact has been overlooked except by Bonney and Berke- 
ley in 1905. 

A study of a number of my specimens shows that extravasation of 



PiEr, 1. — Early unruptured tubal pregnancy, showing intramural extravasation as 
the first accident. Operated upon six days after cessation of the menstruation and 
one day after the first colicky pains. Cross sections at the top are from the paraffin 
blocks and correspond to a relative position in the tube. The tube lumen with the 
circular or ring muscle is seen to be exempt from the hemorrhage. The hemorrhage 
has not yet ruptured the coats at tlie flmbrial. 

blood within the confines of the tube and between the coats is an almost 
constant preliminary process in tubal pregnancy, precedes the more 
dangerous and extensive accidents of tubal abortion and also usually 
precedes that of tubal rupture. The extravasation may be continued by 
repeated intramuscular hemorrhages to form a hematoma of the tube 
where the blood is confined within the outer boundaries of the tube and 
does not leak on the peritoneum. In these cases, the formation of the 
blood clot or hematoma is often, and, in fact always at first, outside 
the tubal mucosal lumen itself. Wlien the tubal lumen is entered, the 
perforation is by the corroding trophoblast which destroys the limiting 
mucosal boundary of the lumen, and not by rupture into the lumen, 
which is usually compressed and collapsed, as is .shomi in the cros.s 
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sections of the early tnbal pregnancy (Pig. 1). In this case, the -n-omaii 
had the first s.ymptoms of pain the day before the operation, although 
she passed her menstrual time by six days. The first pains -were coliclu' 
and not severe. The intramural extravasation is ■well shown ivith the 
tubal lumen pushed to one side and the lumen everywhere intact. The 
hemorrhage was seen microscopically to be within the muscular coats 
of the tube wall and outside the mucosa. The muscular coats were 
apparentlj^ not only separated bj^ the pregnancy, but also b.v the force 
of the hemorrhage which found a line of cleavage between the coats 
already altei’ed b.y tlie proteolytic fei’ment of the ovum. The blood 
not only occupies the space between the distended and separated coats 
of muscle, but also occupies the place of muscle that has. been de- 
stroyed. No blood had passed the fimbrial end of the tube. 



Pig. 2. — Microscopic drawing from unniptured case, sliowing hemorrhage (black) 
separating the outer longitudinal coat from the inner (right) muscular coat. 

The canal, itself, in early tubal pregnancy is usually compressed, as 
may be seen from the cross sections, which were made from the paraffin 
blocks. In this case, it would be difficult for this tubal pregiianej’^ to 
rupture by mechanical force into the collapsed tubal lumen. The tube 
lumen in tnbal pregnancy is not a hollow viscus to he burst into, but 
it is closed or compressed. In these cross sections, it may be seen that 
the hemorrhage goes all around the tube lumen without perforating it. 
Wlien the canal is perforated, it is by destruction of the tube wall from 
without inwards by the coiTosive action of tlie trophoblast. The dis- 
section apart of the tube walls seems to be due not only to the force of 
the hemorrhage, but also to the preliminary weakening of the line of 
cleavage between the muscular coats by actual trophoblastic penetra- 
tion and, in advance of this, alteration of the muscle by some process, 
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presiimably proteolytic ferment, so tliat the muscle becomes swollen and 
glassy. The muscle fibres lose their boundaries and the nuclei disap- 
pear. The muscle is prepared for separation and the hemorrhage 
passes along this altered zone. 

In advanced cases, the tube wall itself is destroyed, not ruptured, so 
that hemorrhage may result into the peritoneal eavity through the tubal 
ostium. It is quite common, however, that hemorrhage of the type 
called tubal abortion, may not be through the tubal ostium at all, but 
the hemorrhage may cause dissection of the tubal walls until it arrives 
at tlie fimbria where it ruptures the junction between the muscular 
coat and the mucous membrane to escape in a break through the tissues 
on to the peritoneum. Often in these eases careful dissection will show 
that the remnants of the tubal lumen are outside the blood clot and 
that the mucosa is distorted and compressed in the walls of he hema- 
toma. This is move frequently seen in the earlier cases, as in the ad- 
vanced cases the anatomic relations are much distorted. 

In the advanced eases the tubal lumen is destroyed by the corrosive 
action of the trophoblast and lumen itself often incorporated in the 
walls of the sac. The true pathologic anatomy of tubal pregnancy has 
been long unrecognized because the hemorrhage, coming from the end 
of the tube, seemed to come from within the lumen and, in addition, 
the anatomical relations were so distorted that it is often difficult to 
find the vestiges of the tubal lumen. However, it may be plainly seen 
that tubal pregnancy grows first outside of the lumen of the canal, and, 
if the extension of its process, either of hemorrhage or ovular growth, 
gets back into the lumen, this must come by penetration of the mucosal 
layer from without inwards. This penetration inwards when it does 
occur, is from corrosive action of the trophoblast and the tube canal is 
merely an incident in its advance. The hemori’hage in every case is due 
to the action of the trophoblast rvliich actively opens up maternal ves- 
sels by destruction of part of their Avails. 

The site of the ovum, outside the tube lumen in the tubal muscle, can- 
not be explained except as due to the corroding influence of the tropho- 
blast upon the maternal tissue. The decidual reaction in the tube is 
meagre in comparison to the decidual reaction in normal uterine tissue. 
It takes a longer time to occur in the tube and this is accounted for by 
the different character of tlie tubal tissues. The decidual reaction with 
the formation of a layer of large, connecth'^e tissue-like cells is not, as a 
rule, sufficient to form a decidual membrane. The AAdiole picture in this 
specimen and in others of this study of fifteen years, is one of decidual 
reaction in tissue ill adapted to the purpose. 

The hemorrhage in tubal abortion occurs quite frequeutlj" after suc- 
ceeding intramural extravasations have formed a hematoma of the 
tube. In these eases, it is quite frequently found that the hemorrhage 
is not directly from the ampular opening, the ostium, of the tube, but 
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that the dissecting hemorrhage has separated the muscular coats along 
the length of the tube to the junction of the muscular coats with the 
mucous membrane at the fimbria. Here it quite frequently ruptures the 
junction of the mucosa and outer eoats at the fimbria to pass out upon 
the peritoneum through this break and not through the tubal lumen 
of the mueosa of the canal. This mode of hemorrhage is much more 
common than is supposed and is overlooked on account of the dis- 
tortion and destruction of tissue caused by the processes of the tubal 
gestation. Tubal abortion, so-called, is therefore, frequently not a de- 
scriptive term for a condition which is often neither tubal nor an abor- 
tion; but it is frequently extracanalicular, both in growth and termina- 
tion, and is almost always a hemorrhage. 

For this reason, the follonnng classification of tubal pregnancy is 
suggested : — 

1. Intramural extravasation, the usual first accident, 

2. Fimbrial rupture, (tubal abortion), 

3. Transperitoneal rupture, (tubal rupture). 

In suggesting a new classification, it is realized that the old terms 
are too well entrenched in the minds of surgeons and in the literature to 
expect that they will be removed. However, it is hoped that this new 
terminology ivill be more descriptive of the pathologic processes in- 
volved in tubal pregnancy and will cause a more exact and searching 
study of their terminations. The fimbrial rupture may be through the 
ostium or through a break in the tissues at the ostium and outside the 
mucosal orifice. 

In transperitoneal rupture, tubal rupture, the period of intramural 
extravasation is slight or missing. Those cases in which it is small are, 
no doubt, the severe cases of profuse intraperitoneal hemorrhage with- 
out preliminary symptoms. In a study of 1098 case reports in series, 
it was found that where a distinction was made as to mortality be- 
tween tubal rupture and tubal abortion, the mortality after rupture 
was 17 per cent, while the mortality after tubal abortion was 1.6 per 
cent. Thus the mortality was eleven times greater after ruptui’e than 
it was after abortion. In 6626 cases, all taken in series and not in- 
dividual cases, the total mortality after operation upon all forms of 
tubal pregnancy, was 7.04 per cent. In 2909 cases, in which the loca- 
tion of the ovum ivas noted, it was said to be in the outer third or 
ampullary end of the tube in 75 per cent of cases, in the middle third 
in 15 per cent and in the uterine end infrequently. Thus, one-third 
of all the cases of tubal pregnancy had a mortality eleven times greater 
than the remaining two-thirds. This includes only cases after operation 
and does not include the deaths^ occurring before operation, which must 
be due to the more fatal t 5 ’-pe of the disease, tubal rupture. 

The usual course of tubal pregnancy is intramuscular embedding of 
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the ovum with dissection of the muscular coats of the tube and destruc- 
tion of the tissue by the invading trophoblast. The first common ac- 
cident is intramural extravasation of blood which precedes the first 
sjonptoms of tubal pregnancy. There follows in two-thirds of the cases, 
fimbrial rupture or less commonly transperitoneal rupture in one-third 
of the cases. Fimbrial rupture quite often occurs through dissection of 
the muscular coats to their junction with the mucosa at the fimbria and 
hemoi-rhage discharges at the end of the tube through a break in the 
tissue. In other cases, the tube lumen is destroyed by the corrosion of 
the invading trophoblast, so that the mucosa and its boundaries are 
penetrated and the hemorrhage passes through the mucosal orifice 
at the ostium. Tubal hematoma quite frequently forms outside the tube 
lumen and within the muscular coats of the tube, although the canal 
may be destroyed by the iuA^ading trophoblast and be incorporated into 
the hematoma. Intramural extravasation usually causes death of the 
fetus. Transperitoneal rupture may, indeed, occur as a first accident 
and not be preceded by intramural extravasation, or else be very closely 
followed by rupture in those cases of sudden symptoms and severe 
hemorrhage. 

Intramural extravasation is the cause of the first pain in tubal preg- 
nancy, the milder eoliclcy pains which precede the severe pains of the 
passage of blood into the peritoneal cavity. Hemorrhage from the 
uterus occurs first at the time of intramural extravasation. 

The fimbria of the tube with the distention which occurs in tubal 
pregnancy is very commonly retracted or engulfed within the tube on 
account of the stretching of the outer muscular coat and the firmness 
of the mucosa and the inner coat. This is one reason that the anatomic 
relations of tubal rupture are not commonl3’' recognized. 
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UTERINE CARCINOjMA AND ITS TREATMENT BT 
CONTINUOUS LOW HEAT* 

A Preliminary Rei’Ort 

By James P. Percy, M.D., Los Angeles, California 

/^ARCINOj\'IA is more vulnerable to the application of heat than 
to any other known agent that has so far been employed for its 
destruction. The diflSeulty is that we have not been wise in observing 
Nature s method of destrojdng the occasional case of cancer through 
the instrumentality of heat. Had we done so ive would have learned 
that a low temperature persisting for days or weeks was successfully 
used in the natural cure of some of these patients. But no one has 
ever tried, except in a veiy crude way, to learn how to favorably 
duplicate these original or natural methods for the cure of this dis- 
ease. Heat in the treatment of malignanej’" probably started its prog- 
ress ivith the development of the human race and of all the methods 
that have been urged to take its place it alone still retains its ancient 
and beneficent repute and character. 

Rohdenburg^ in a most illuminating and instructive article on one 
of the little discussed phases of the cancer question says on the sub- 
ject of heat in its treatment; “It appears that the most efficacious 
of all the many conditions which can bring about regressive change 
(in cancer) is heat, applied from without or occurring under the 
limited conditions of long duration and comparativelj’’ low degree.” 
Our difficulty with heat in the treatment of cancer has alwaj'S been 
the one of not knowing how most effectively to get the maximum 
benefits from its employment. 

There are two extremely practical factors which are commonly 
overlooked in our attempts to control cancer. One, heat, has just 
been mentioned. The other is our failure to recognize that the gross 
appearance of a malignant mass gives no clue as to ivhat it will 
finally do to the individual possessing it. The more innocent many 
of these groAvths appear to be the greater their potential malignancy 
often is, while an OA>-ergroAvn, vicious, suppurating, painful mass may 
on treatment proAm to be extremely benign. We liaAm no assured 
means then of determining, either from the clinical or from the 
laboratory side eAmn the approximate vdrulence of a mass of cancer. 
This makes it also quite certain that we haA'^e no method on Avhich 
AA'e can base an intelligent prognosis from the physical appearance 

‘Read before the American Association of Obstetricians, Gj'nocolosists. and Ab- 
dominal Surgeons. Albany, New York. September 19. 20. 21. 1922. 
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of a given growth regardless, I repeat, of how benign or hoAV fright- 
ful it may appear in situ. Many of the cases submitted to my tech- 
nic have been, from our usual point of vicAv on the prognosis of 
cancer, not only inoperable, but also utterly hopeless from the treat- 
ment standpoint. Yet many of these otherAvise doomed cases are 
alwe and Avell years after the application of the heat Avhen it Avas 
used primarily only as a palliatiAm. Indeed, it Avas at that time 
assumed that this Avas the only possible benefit that the heat ap- 
plication could gh'^e. Consequently Ave haAm no means of knoAving, 
either the characteristics or the percentage of these usually fatal 
(if untreated) cancers, in Avhieh natural processes can, hy rational 
management, be greatly aided to bring about an intermission, a re- 
mission or a complete postponement of the actiAuty of the groAA’^th. 
We are, therefore, not justified in considering any ease of accessible 
cancer inoperable by the heat method no matter Iioaa’’ extensh’^e the 
groAvth locally. The only possible exception to this is an inaccessible 
metastasis combined Avith remediless infectiA^e changes in one or 
more Autal organs, such as the kidney or heart, and AAdiich make the 
outlook for the patient, if not hopeless, exceedingly grave. 

Heat is a primary and fundamentally selective antagonist of the 
cancer cell. Radium, x-ray, d’Arsonval current and heat all have 
a selective action for neoplastic cells, and Avhen they are exposed 
to a sufficient extent to any of these agents, are destroyed. The 
degree necessary for destruction of a ncAv groAvth by any one of 
the first three, liOAvever, more neai-ly approaches the lethal iioint of 
healthy cells and consequently adjacent normal tissue is injured to 
a much greater extent than AAdien heat alone is used. Purthermore, 
tlic penetration of heat is a rather sIoav process. It is disseminated 
by conduction rather than by radiation and is therefore absolute^ 
controllable. Tin’s, coupled Avith the fact that the thermal death 
points of normal and malignant cells are much farther separated 
than is the mortality of these cells from the other three agents, makes 
heat the logical method of choice. Increase in temperature both 
local and general (acceleration of physiologic proce.sses) is Nature’s 
Avay of combating practically all pathologic inAmsions of poisonous 
sub.stances (bacterial, proteid, etc.). Heat is iiiAmh'ed in the reaction 
to disease, and it is one of the four fundamental processes of repair 
Avliieh have been reeogn’zed from immemorial times.- This fact alone 
is sufficient to explain the Avide Amriation of the thermal death points 
betAveen the normal and abnormal cells in their reaction to heat. 
T have also pointed out that this repair in the adjacent cells folloAA'- 
ino: the use of the heat in destroying a malignant tumor folloAvs the 
normal tvpe much more closely than is ever true after the use of 
radio-active substances or high frequency currents, and therefore in- 
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terferes with tlie normal anatomy and physiology of the part or parts 
in the least possible degree. 

In our day the treatment of cancer has assumed new interest from 
the use of radium, the d’Arsonval current, and the x-ray, especially 
•with the modern deep therapy apparatus. It is not my purpose to 
discuss any of these methods except incidentally. I -iveleome them 
as an excellent indication of the more rapid approach of the time 
■when the medical profession "will kno'w what is really best and most 
promising in the treatment of this increasing menace to the race. 
That all methods in addition to heat have a place in the management 
of a selected minority of these patients cannot be questioned. But 
I also know that the greater number of sufferers will receive a 
larger measure of benefit from the heat treatment of their operable 
and inoperable growths as it can be applied today than will ever he 
possible from any of the so far discovered radio-active agents or high 
freqxiency currents. The mystery of radium and the secret of the 
unkno'\ra quantity of light Avhich has been labeled the x-ray are no 
more of an enigma than is heat. It is merely another of the un- 
explained mj^steries of our existence. Indeed, in some respects we 
know less about it than we Imow of either radium, the x-ray or the high 
frequency current. Heat is known as a great force in physical nature, 
and it is harnessed and made to perform many services to mankind. Like 
all the great compelling powers of creation it is in'risible, except through 
its effects and it defies analysis. It has no weight, no dimensions, no sub- 
stance. It is synonymous with sunlight, and can be produced by fire, 
electricity, friction or chemical action. Its destructive possibilities 
are legion, and not the least of these is its power for good when regu- 
lated and applied to abnormal human tissues. It wall probably never 
be better kno'wn to man than as one of tlae great correlated forces. 
Can any of us fathom wdiat wortld have been saved the members of 
the human familj’’, "udien suffering from cancer, had it been the rule 
to apply a piece of hot iron to every abnormal gro^vth while it was 
still a small affair? The chance that heat may, in the near future, 
be the solution of the question of the successful treatment of all forms 
of cancer is not sufficiently appreciated by surgeons. 

There are two methods by ‘udiich heat may be applied to cancer 
invaded tissues. One where it is disseminated continuously for at 
least an hour in cavity carcinoma; the temperature ranging from 
204.5° C. to 260° C. (400° F. to 500° F.); or by the employment of a 
hot knife in dissecting out a localized malignant mass. Tliese are the 
more familiar procedures with the cautery and are the basis for Avhat- 
cver recognition it has received in the past in the treatment of this 
variable disease. 

The second method for making use of heat in the treatment of 
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cancer is an outgrowtli of tlie work done on tlie malignant tumors 
of animals in tke experimental laboratory. With these should be 
noted the cases where there has been a total disappearance of malig- 
nant growths in the human subject from diverse methods of treat- 
ment. A most interesting fact from a study of these cures is that 
it will be found that the method used initiated some form of irrita- 
tion in the growth which seemed to cause it to slowly melt and waste 
away. One of these is mentioned by Rohdenburg. A woman suffer- 
ing from a typical spindle-celled sarcoma of the pelvis was treated 
for rheumatic-like pains attributed to the growth by exposing the 
entire body in a continuous light bath (baking), with the hope of 
relieving her pain. Thirty treatments in all were given. To the 
surprise of evei^mne, instead of growing progressively, worse, as 
she had been doing, the patient slowly improved until her health was 
completely restored two years after the operation. The pelvic mass 
also disappeared. This is not an isolated instance. To those who are 
especially interested I would recommend the articles by Gaylord and 
Clowes^ and also that by Lomer^ (quoted by Rohdenburg). This last 
investigator has collected a series of 213 cases of recession of malig- 
nant growths, occurring chiefly after the application of the cautery. 
These articles are intensely interesting and well worth study. But 
I do not want at this time to relate cases except as they may be 
necessary to make more clear the principle that I am trying to reveal. 
This is that cancer abhors heat. But we have not sufficiently ap- 
praised the immense possibilities in this great fact, at least to the 
extent where we have attempted to apply it practically in the treat- 
ment of the disease. I want to emphasize that I am not now dis- 
cussing the comparatively brief application of high heat as applied 
by the cautery, but the continuous use (days and weeks) of a low 
temperature artificially produced in a mass of accessible carcinoma 
either in one of the cavities of the body or on its surface; thus 
applying, at will, to external malignant growths and to accessible 
cavity carcinoma the same methods ivhich a continuous fever some- 
times produces unbidden in the subject of cancer. The difference 
between this second method where the heat is applied externally 
and the spontaneous cures of malignancy by natural methods is 
that in the latter the temperature of the blood is raised by the ac- 
quired infection and this heated blood destroys the abnormal cells. 

In the second method, which we are discussing, the heat is diffused 
from a diminutive metal thermogenic tube and acts directly on the 
enfeebled cells. This heating unit is the outgrowth of a cruder 
instrument® which I had made in 1916 after learning of the experi- 
ences of "Wassermann and Delbet following the subjection of labora- 
tory animals to a continuous external low temperature — 40.56° C. 
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(105° F.), "witli tlie result that not only did their cancerous growths 
not develop but they gradually receded and disappeared. 

My first instrument was the outgrowth of many attempts to find 
a satisfactory method for applying a Ioav temperature practically 
continuously iu cavity carcinoma Avithout the intervention of an an- 
esthetic local or general (Fig. 1). "With this instrument I have seen, 
in a few cases, a vaginal tube which Avas packed AAuth cancer freed 
of the disease in a fcAV Aveeks. I mean by this that there Avas no 
fui’thcr ocular or digital evidence that a malignant mass Aims or ever 
had been in that particular anatomical location. The first tempera- 
ture of the heating iron AA’as set at 48.89° C. (120° F.). With the 



Fig. 1. — Showing a current-tap (D) which can he inserted in anj' electric la P 
socket of 110 volts, on either a direct or alternating current. A 
of half ampere with a deep hlue glass globe is part of the outfit. The intense p 
of the globe protects the patient from the disturbance that would otherwise co 
from its flashing on at night, as it would when the current automatically i 

from the heating iron into the electric bulb. The degree of heat is .i 

a small set screw (Z5). The temperature while the instrument is in use is ' 
by the thermometer (C). The heat is maintained automatically in the heating iro 
(A) at the required temperature, through the series current-tap. 


Ijatient in bed this degree of beat Avas maintained for eighteen hours. 
Fhm degrees Avas added at each additional eighteen hoiu* period until 
the thermometer registered 71.11° C. (160° F.). This last Avas con- 
tinued for scAmral Aveeks — in one case for six Aveeks. Further experi- 
ence I belicAm aauII sIioav^ that a temperature of 60° C. (140° F.) 
applied for a shorter time aauII accomplish all that the higher tem- 
perature and the longer i^eriod Avill; the explanation being that the 
heat in a caAuty Avill accumulate AAdien confined and Avill steadily 
rise eAmn though the heating tube starts Avith an initial temperature 
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of but 60° C. (140° F.). Anotber important factor is the one that 
normal, living human tissues rapidly acquire a remarkable immunity 
to increasing therapeutic degrees of heat. This appears never to be 
true of the low grade cell. Indeed, Loeb has shown that even partial 
injury to a malignant cell by heat is transmitted through several 
subsequent cell generations. 

This first instrument (Fig. 1), however, proved to be impracticable 
in that its mechanism was too easily put out of commission especially 
in hospital work. It was also larger than was necessary and con- 
sequently heavy and unwieldy. But in the few cases in which it 
was employed it demonstrated remarkable destructive effects on the 
cancer cell in the invaded tissues with a minimal degree of injury 
to the normal structures. I then contrived the instrument Avhich is 
shown in Fig. 2. Aside from the heat controller which can be plugged 



Fier. 2. — A, Transformer or heat controller : B, cigarette drain to protect lead cords 
from secretions; G, small thermogenic tube; D and E, medium and large thermogenic 
tube. 


into any lighting system of 110 volts alternating current the thermo- 
genic tube (C) is the essential part of the device. It consists of a 
small metal sealed tube containing a heating element activated by 
electricity. This latter agent in no way comes in contact with or 
acts upon the tissues. The effective curative agent in the tube is 
merely and alone simple heat. 

This tube, in the treatment of cancer, can be introduced into a 
cavity containing the disease or into a malignant mass in the same 
Avay as radium is noAV employed. The tube of heat, hoAvever, aauII 
have the advantage of avoiding the present destructive effects on 
normal structures peculiar to or characteristic of the uncontrolled 
penetration of radium and of the x-i'ay. In carcinoma either in mass 
or in a cavity this heater can be so regulated as to supply a degree 
of loAv heat sufficient only to penetrate the involved tissues the ne°ces- 
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sary distance. As will I’cadily be understood this at once removes 
an objection to the cairtery wbei-e the high lieat of that instrument 
was, to many surgeons, a barrier to its most effective use. It will 
also tend to turn the minds of pbj’^sicians in general away from 
the unfortunate and erroneous idea that the cautery is in some way 
the essential element in the success of this method in curing cancer. 
The mere use of the word cautery has caused many surgeons to over- 
look the fact that the effects produced in cancer are derived from and 
are dependent upon the thoroughness of the diffusion of the element 
heat from, the heating iron uninfluenced by an extraneous agent, I trust, 
however, that I shall not be misunderstood. This therapeutic ther- 
mic applicator is not offered with the idea that it will supersede the 
use of the knife cauteiy. It can never eutii’el}’’ do that. In patients 
suffering from an external malignant growth, especially if it is sup- 
purating, the hot knife will still be found to be the most satisfactory 
method yet offered for its safe removal. 

The piu’pose of this paper then is to make a preliminary report 
on the value of the prolonged use of a low degree of heat in the 
treatment of cancer in the class of cases in which it can be made ap- 
plicable. One of these is the vagina, cervix, utero-eervieal junction 
and body of the uterus. In the majority of instances where this 
simple apparatus is used the heat is easily regulated and controlled 
so as to be destructive only in a minimum degree to normal tissues 
acting in the greatest measure as a destroyer of the cells of cancer 
in any portion of the birth tract. An additional benefit is the one 
of practical freedom from danger and as well simplicity and com- 
parative cheapness of the required apparatus. 

There is only one caution that I want to emphasize in the use of 
this heater. Don’t shove it into a mass of cancer. Force or rough- 
ness or any kind of movement or manipulation has no place in the 
treatment of this disease. If it cannot be deposited in a mass or can- 
cer filled cavity without the slightest traumatism, the cautery knife 
should be used to make a pocket into which it can be easily introduced. 
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HEMORRHAGES IN THE NEWBORN* 


By Lucius A. Wing, M.D., New York City 


W '.THIN the past decade, the closer study and observation o£ the 
newborn infant revealed a greater incidence of abnormal 
conditions than was formerly recorded. Aside from anomalies of 
development, these conditions are chiefly traumatic in origin, and 
their subsequent course is dependent upon the degree and character 
of the injury, upon the vitality and adaptability of the individual 
infant, and upon early recognition and treatment in certain cases. 

Of conditions affecting the newborn intracranial lesions associated 
with hemorrhage are of great importance, not only because of their 
frequency and high mortality, but on account of the permanent 
damage which results in many of the survivors. 

Kearney, in a recent report of the examination in New York of 
480 children with cerebral spastic paralysis, with or without mental 
deficiency, states that intracranial hemorrhage at birth is responsible, 
pathologically, for 70 per cent of the spastic type of paralysis in chil- 
dren, and for 20 per cent of the idiocy and feeblemindedness now 
existing. 

He observes that, with a knowledge of these statistics, it is a prime 
consideration in present day obstetrics that every means be employed 
to minimize the chance of injury to the infant’s cranium and its 
contents. 

As has been ably pointed out by Ehrenfest, the frequency of fatal 
intracranial lesions is far greater than even recent infant mortality 
records would indicate. Many infant deaths, ascribed to asphyxia, 
are in reality due to intracranial or other injuries, the exact charac- 
ter of which can only be determined by a properly performed autopsy. 
It should be emphasized that fatal intracranial hemorrhage may oc- 
cur in an infant born spontaneously, in what is considered a normal 
labor. 


According to time of onset, hemorrhages in the neivborn may be 
divided into twm main groups: first, those occurring during or im- 
mediately after birth; and secondly, those occurring or manifesting 
symptoms after a period of some hours or days. 

1. We may first consider the cases of intracranial trauma with 
gross hemorrhage. 

Various observers report more or less extensive subdural intra- 
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cranial liemorrhage in from one-third to one-half of the autopsies 
upon stillborn infants, and in those dying in the first few days of 
life. In addition to hemorrhage, other traumatic effects are fre- 
quently present in cases of this type. 

In 59 fatal cases of intracranial heiliorrhage, 20 of which were 
breech and 39 vertex cases, Browne observed tearing of the tentorium 
eerebelli in 37 per cent, 63 per cent of which were in breech de- 
liveries. 

Losee has tabulated tlie location and extent of the hemorrhage 
found at autopsy at the New York Lying-In, in a recent series of 69 
cases of intracranial hemorrhage, as follows; 


Over Ijotli hemispheres, 10 cases 

Over one hemisphere, and lieneatli the tentorium, 12 cases 

Bilateral and bcneatli the tentorium, 16 cases 

Bilateral, beneath the tentorium, and in the ventricles, 23 eases 

Beneath the tentorium and in the ventricles, 7 cases 

Epidural 1 case 


The same observer, in autopsies over a period of ten years at the 
I.,ying-In Hospital, has observed fatal intracranial liemorrhage twice 
as frequentlj’' in breech extractions as in forceps operations. 

Intracranial hemorrhage, occurring during and immediately after 
b.irth, may be due to the direct tearing of blood vessels in various 
regions, or to the rupture of thin-walled vessels by increased pres- 
sure from within. 

Death, if it ensues, is due to compression of the medulla througli 
general increase in intracranial pi'essure, or to more localized pres- 
sure, if the hemorrhage is beneath the tentorium. 

Nature has admirably protected the infant’s delicate cranial con- 
tents from the traumatic effects of the forces of labor, provided the 
normal vertex mechanism prevails, and there is no disproportion. 

"With proper engagement and progress of the head, the forcible 
contractions and thrust of the uterus are balanced, so far as the 
infant’s head is concerned, by the firm support of the bii’th passages. 

By virtue of this support of the maternal tissues, increased intra- 
cranial pressure and disruptive intracranial effects are minimized, as 
the cranial contents are largely fluid and noncompressible. 

It follows, as a matter of mechanics, supported bs'’ clinical observa- 
tion, that more intracranial injury may result in a few moments 
during a hasty or unskillful forceps operation, or similar attempt 
to extract an afterconiing head, than may result from some hours 
of strenuous labor with normal Amrtex engagement. 

The hemorrhage following difficulty in the extraction of the aftei’- 
coming head is usually in a dangerous location, being most frequently 
found beneath the tentorium, or in the region of the medulla, and 
often associated with tears of the tentorium. 
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Babies with subtentorial liemorrhage are frequently stillborn. If 
respiration can be established, tbe infant may survive, but death in 
from a few hours to several days is most often observed. The cliniea 
appearance of these infants is most typical; they are limp, have a 
squeaky, high-pitched cry, the respiration is irregular, and they often 
siiow alternating periods of pallor and cyanosis. 

Intracranial hemorrhage following vertex eases is more often ob- 
served over the cortex, due to rupture of the cortical veins ; the prog- 
nosis in these cases is usually better. In the more severe types, how- 
ever, the hemorrhage is often bilateral, within the ventricles, and 
more or less diffuse within the cranial cavity, and the course is similar 
to the preceding subtentorial type, through compression of the 
medulla. 

It is not within the scope of this paper to discuss in detail the 
diagnosis, prognosis or treatment of these severe types of intra- 
cranial trauma. In general it may be stated that in the more ex- 
tensive lesions, the infant is either stillborn or dies shortly after 
birth. 

Intracranial lesions of greater or lesser degree, may be suspected 
in all babies shonung asphyxia at birth, in whom resuscitation is 
difficult, or when prolonged efforts are necessary to establish respira- 
tion, and particularly when the latter shows irregularities after es- 
tablishment. ‘ 

It may be emphasized at this point, that onlj'- the gentlest manipu- 
lations are permissible in attempting to establish respiration. 

The prognosis, both as to life and future health, in babies with 
intracranial trauma, depends on the anatomic location and the ex- 
tent of the ensuing hemorrhage. 

The treatment of these infants may be considered in the prophy- 
lactic sense, by avoidance where possible of sudden or severe pres- 
sure on the child’s head through any agency or procedure. 

Surgical treatment by decompression, relief of intracranial liyper- 
tension by lumbar puncture, and the administration of blood or serum 
Avhere hemorrhagic tendency exists, are modes of treatment applicable 
to suitable cases. 

2. Asphyxia, without gross intracranial hemorrhage, is recorded 
by various observers, in about one-half of the stillborn. In this group 
of infants, Losee and others have observed quite constantly the 
presence of capillary hemorrhages in various localities, chiefly over 
the cerebral cortex, the epicardium, the capsule of the livm-, the 
pleura, the retina and beneath the conjunctiva. Many babies' sur- 
mve and do well, who have shown at birth marked asphyxiation with 
delayed establishment of respiration, and it may be presumed that 
capillary hemorrhages occur in many of the survivors. 
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Should these infants develop an early blood instability, it is prob- 
able that fresh bleeding occurs in some areas -where eapillary hemor- 
rhage has previously taken place. 

Although it has not been demonstrated that asphyxia alone has a 
mai’ked influence on the development of hemorrhagic tendency, yet 
it -would seem ^^’ise to regard infants in this group as potential bleed- 
ei’s, and to keep them under very close observation. Frequent ob- 
servations on bleeding and clotting time should be made upon infants 
of this type during the first -iveek after birth. 

Recently -we have determined the bleeding and clotting time by 
the Rodda method in a series of twenty-five infants, delivered by 
some opei-ative procedure after abnormal labors in which were ob- 
served disturbed fetal heart action, the passage of meconium, or other 
evidences of fetal distress. No infants were included in this series 
which showed definite intracranial injury at birth, hut all showed a 
greater or lesser degree of asphyxia, with some dela}’’ in establishing 
respiration. 

Bleeding and clotting time determinations were made by the Rodda 
method on each of the twenty-five infants on the first, third, fifth, 
seventh, and ninth da.ys postpartum. At some period during the 
examination the coagulation time was found delayed in seven cases, 
it was found normal at each examination in the remaining eighteen 
eases. The bleeding time was found normal at each examination in 
twenty-four cases. In one case the bleeding time was found pro- 
longed on the third day, but became normal again on the fifth day, 
and this infant presented no clinical symptoms of hemorrhagic disease 
at any time. All the infants in this series were discharged from the 
hospital in good condition. It may be noted that seven of the twenty- 
five infants showed a transient delay in coagulation time, a higher 
ratio than is usually observed in normal infants. 

3. Hemorrhages developing in the newborn some hours or days 
after birth, are usually associated with hemorrhagic diathesis. 

Autopsies upon eases of this type, in which death was due to intra- 
cranial hemorrhage, will usually show hemorrhage in other parts of 
the body, particularl 3 ^ in the lungs and in various abdominal organs, 
especially the suprarenals. 

Rodda and others have shown that the normal newborn infant, 
exliibits a progressive lengthening of bleeding and clotting time 
during the first few daj’^s after birth, reaching its maximum on the 
fourth to the sixth daj’-, and returning to normal from the eighth to 
the tenth daj^ postpartum. 

The normal clotting mechanism of the blood is a somewhat complex 
phenomenon, and the etiology and pathology of hemorrhagic disease 
of the newborn are not definitely understood. It is a well-established 
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clinical observation, however, that a certain number of newborn in- 
fants fail during the first few days of life to maintain a proper 
stability of the blood. I believe that we have evidence that parturi- 
tional trauma and exhaustion have a decided bearing upon this loss 
of blood stability. Losee and the writer have observed a number of 
these infants at the Lying-In Hospital, and have been impressed with 
the abruptness with which symptoms may develop in an infant whose 
previous condition had seemed quite good. A certain number of in- 
fants in this group are born folloiving normal labor, a certain number 
are premature, but the majoritj'', in our observations, have been babies 
born after long hard labors, or operative deliveries. We have come 
to regard all such infants as potential bleeders and to observe them 
very closely for the sudden development of intracranial hemorrhage. 
Symptoms most often develop in the third, fourth or fifth day post- 
partum, and in the first few hours are not always clearly indicative 
of an intracranial lesion. 

Among the earlier symptoms observed are loss of eagerness or of 
ability to nurse, listlessness and pallor. A little later the cry becomes 
higher pitched, the infant shows some spasticity and often slight 
retraction of the neck. The anterior fontanelle usually shows in- 
creased tension. Nystagmus is often seen and also changes in the 
fundus. 

Later, convulsions and respiratory symptoms develop if the hemor- 
rhagic area increases, and death ensues through paralysis of res- 
piration. 

Delayed bleeding and clotting time will be observed in these in- 
fants, usually from the onset of clinical symptoms. In some of the 
infants, however, bleeding and clotting time changes did not appear 
until after definite clinical symptoms u’-ere present to a marked degree. 

Early recognition and treatment before the more serious sj''mptoms 
develop is very important in these cases, and treatment should not be 
delayed in cases where blood changes are indefinite by laboratory test. 
At the Lying-In Hospital, the subcutaneous injection of human serum, 
as a therapeutic measure, has proved very effective, if given early. The 
usual dosage is 100 c.e. in the first twenty-four hours, divided into 
three or four doses, injected subcutaneously in the dorsal reo-ion at 
intervals of four to six hours. During the second twenty-foui^ours, 

fifty to sixty c.e. of serum are given in the same way, if it seems 
advisable. 


Mood may be used tostead ol serum with equally good re- 
suit, hut whole Mood IS not absorbed as rapidly as serum and is more 
prone to cause irntation at the site of injection. Outside of hospitals 

0? Sim! 
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The improvement in general condition and the abatement of cerebral 
sj’mptoms following the administration of serum is often very rapid 
and satisfactory, if the serum is given early. No typing is necessary 
for the subcutaneous administration of blood or serurii, and we have 
observed no unfavorable reactions following their use. 

4. A certain number of newborn infants develop hemoi-rhagic dis- 
ease of the type which has been recognized clinically for a consider- 
able period. These cases are characterized by the development ndthin 
the first fcAv days after birth of hemorrhages beneath the skin, bleed- 
ing from tile mucous membranes, the cord and elsendiere. Intra- 
cranial bleeding may or may not occur, and these cases if untreated, 
die from tiie general loss of blood, rather than an intracranial lesion. 
Birth trauma and prematurity appear to have an influence upon the 
deA’elopment of this condition. These infants shoiv marked lengthen- 
ing of the bleeding time and delayed clotting time of the blood. 

In a series of 21 eases of hemoiwhagic disease of the newborn ob- 
served at the Lying-In Hosiiital by Losee and the Avriter, 11 cases 
Avere operative deliveries, as folIOAvs: Six forceps applications, one 
breech extraction Avith dry labor in an elderly primipara, and four 
internal podalic A'ersions and breech extractions, three for pelvic 
deformities and one for prolapsed cord. In several of the remaining 
ten cases, the mothers had long hard labors, but Avere delivered spon- 
taneously. Tliese twenty-one cases were all of the typical Avell pro- 
nounced type of the disease, and Avere treated bj* blood transfusion 
or the subcutaneous injection of human sei’um. One baby in the 
series died of cerebral hemorrhage and anemia, the others completely 
recovered. TAveh’e of these babies liaAW been folloAA'ed for a year 
or longer, these haAw dcAwloped normally and IiaA'e shoAvn no recur- 
rence of bleeding tendencj’^. Transfusion, Avith either unmodified or 
citrated blood, controls the bleeding tendency more rapidly than the 
subcutaneous injection of AA'hole blood or serum, and restores the 
blood already lost by the infant but necessitates some delay for typing 
and preparation. 

In concluding these obseiwations on the subject of hemorrhages in 
the neAvborn, the folloufing points may be emphasized. 

1. Hemorrhages dcA'eloping in the infant during birth or shortly 
after, are of greater frequency than Avas formerlj' belicA^ed; they 
often occur in babies born spontaneously. 

2. Sudden or seA-ere compression of the child’s head, either by the 
natural forces of labor or by’ some obstetrical procedure, is the chief 
mechanical cause of intracranial lesions. 

Asphyxia of the infant during birth has an influence on the stability 
of the blood and impairs the clotting iDOAver. This renders these in- 
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fants especially susceptible to both . immediate and delayed hemor- 
rhagic lesions. 

3. Therapeutic measures, to be effective in these eases, should be 
employed early in their development ; the attending obstetrician should 
thoroughly appreciate his responsibility for the early recognition of 
hemorrhagic conditions in the newborn. 
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TRANSACTIONS OF THE ASCERICAN ASSOCIATION OP 
OBSTETRICIANS, GYNECOLOGISTS AND 
ABDOMINAL SURGEONS 

THIRTY-FIFTH AHHUAl. T^IEETING 
ALBANY, NliW YOBK, SEPTEMBEB 19-Sl, t92S 

{Continued from June issue) 

Dr, James P. Percy, Los Angeees, Cae., presented a paper entitled 
Uterine Carcinoma and Its Treatment by Continuous Low Heat. 
(For original article see page 78.) 

DISCUSSION 

DR. AARON B. MILLER, Syracuse, New York. — S everal years ago, I at- 
tended one of tlio western meetings, when Dr. Percy demonstrated lus method 
of operating Avith the cautery. I was much impressed with his enthusiasm, 
but I Jeft the meeting and came home with the feeling that 1 did not care to be 
treated in that way, nor so to treat my friends. One of our Rochester associates 
was so enthusiastic that he brought home the apparatus, and I said to him, “Ac- 
cording to the theory which Dr. Percy has presented and the demonstration wluch 
we have witnessed, I shall scud to you all the bad cases' of cancer, because I do 
not want to have the people in Central New York following me ai'ound, with dis- 
charges of the rectum and bladder coming through the vagina. Dr. Percy has 
nmde an impression with what he has shown, us today, for I believe it has much 
merit, and that ' his improved mechanical device is a marked advance in our 
armamentarium in treating malignancy of the womb.” 

“One swallow does not make a summer,” but there was an instance where I 
was thorouglily impressed, and am at the present time, that heat did bring about 
the recovery of a case of cancer. Near our city, a woman with advanced cancer of 
the cendx was cared for by an able surgeon, and feeling it was an inoperable case, 
the only thing that could bo done would be to afford her relief. Ho burned out 
the tissue of the cervix and into the fundus with the actual cautery. 

Several montlis after this, I was asked to see the patient at her home. My 
opinion was that she could not live long (and I had all confidence in the diag- 
nostic and surgical ability of her physician) which opinion was confirmed by my 
examination. I found her pelvis filled with an exudate, and concluded this was an 
extension of the malignancy. It conformed to the condition we recognized forty 
years ago as pelvic cellulitis, a good enough name at that time, as we did not 
know better. So I told her people there was no question but that the prognosis 
was very bad. She was not sufficiently ill to be confined to her bed and kept 
there, and it was thought better to get her out in the air, bring her to the city 
and have her treated by a radium specialist. 

Accordingly, she was brought to the city and received radium. ■ 
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I did not hear anything from her for a long time, hut two years ago, on return- 
ing from the meeting of this Association, I found her at my office with the physi- 
cian who had called me to see her in consultation. I was a little amazed. I 
wondered how she could have been brought back from the grave. 

Physical examination revealed the pelvis absolutely free from any disease, only 
the absence of the cervix, the exudate had passed away, and she seemed to be in 
a normal condition. 

The radiologist takes the credit of having cured her. There is no question in 
my mind but what it was the eauterj’- action wluch brought about this cure. 

DR. G. VAN AMBER BROWN, Detroit, Michigan.— Five years ago next De- 
cember I first began to follow Dr. Percy in his treatment of carcinoma of the cer- 
vix by heat. Since then I have operated upon 14 patients, combining with tlie 
use of heat, ligation of the internal iliaes and ovarians, in some cases dissecting 
out the postperitoneal lymphatic glands. Of those 14 cases, two died immediately 
following operation. One of these was moribund when she went to the opei-ating 
room. In another, cancer was complicated ivith fibroids and pyosalpinx. She 
died from a peritonitis eight days after operation. Of the other 12 cases, there 
are four that have shown a recuiTenee; two died early; the third one I operated 
on five years ago next January and she died the first day of June this year, but 
whether of carcinomatosis or not, I have not learned. The fourth is still living 
ivith a recurrence of very slow growth. So that of the 14 cases eight are today, 
symptomatically at least, perfectly well. 

You may remember the ease of a young woman, 27 years of age, which I re- 
ported last year, an advanced case in which we used heat with ligation. She re- 
fused to have anything fui-ther done. That woman menstruates three days in 
the month, and only two days before I came here her husband reported that she 
was enjoying the best of health. I have not examined her for ninety days. 

In connection with this work, 1 desire to call your attention to the behavior 
of cancer cells which are within the walls of the three coated blood vessels. These 
cells arc less vulnerable to the effects of heat than those not so situated. It oc- 
curred to me that the reason for this is — that just as the water circulating in 
the water jacket of an automobile has a cooling effect on adjoining structures, 
BO the blood circulating in these larger blood vessels has a cooling effect on their 
walls, thus preventing, when heat therapy is employed, the destructive effect on the 
cancer cells growing within these walls. So if in the treatment of carcinoma of 
the cervix the use of the starvation ligature is resorted to, thus checking the 
blood stream, these cells witliin the walls of the larger blood vessels will be ren- 
dered as vulnerable to heat as are cancer cells outside blood vessel walls. 

I would like to adi Dr. Percy a question. He spoke of applying the cautery 
to masses of macerated tissue by forcing the instrument into the mass. If we so 
cmjiloy the eauteiy, is not a carbon core produced, and if so, it would prevent the 
dissemination of heat, also act as a plug, thus checking drainage; and if the 
carbon core is not produced how do you prevent it— or how should the condition bo 
mot if the core is produced? 

DR. GOBDON K. DICKINSON, Jersey City, N. J.— If we do not happen to 
have the Percy material and instruments, we can use the method of the late Dr. 
Byrne, of Brooklyn. Por a number of years I have been employing that. 

Tliere is one case I want to speak of, a woman with an epitheliomatous cervix 

of some size. In ten d.rys the ufcrns was removed, and cancer cells could not be 
found. 


DR. JAMES E. DAAHS 
classical experiment of the 


, Detroit, Mich.— The remarks of Dr. Percy recall the 
two frogs, when the foot of one frog was placed in the 
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stomacli of aiiotlier frog. So long as the foot in the stomach of the other frog 
was alive, that foot was not digested, but digestion commenced immediately when 
the leg was amputated. The same technical biological law holds as far as this 
subject is concerned. 

In regard to the behavior of tissues after treatment by heat, I have been very 
much interested in studying some of the sections given to me for diagnosis. I 
have had the tissues before any work was done, also after one treatment with heat, 
and then again after several treatments. It is e.vcecdingly interesting to note the 
changes that take place in these tissues. A living tissue cell must have a cir- 
culatory system. In the higher types of life, we have a circulation that is to a 
large extent within thin walls. Some of the walls have doubly coated vessels, 
and some are single coated vessels. "Wc have tissue spaces in which there is lymph 
fluid or tissue fluid; the subjection of the tissue to a temperature that is above 
what may be called its ultra toleration will bring about interesting intracellular 
rearrangement. The cell undergoes demobilization, the outline of the cell as per- 
ceived under normal conditions is lost; it becomes blurred. Just whether 
that cell can mobilize or not, is a question. Wo do know, when we get a mass of 
cells all demobilized, and there arc no intracellular spaces, then it is impossible 
to have mobilization of tissues. In other words, the tissues are to be considered 
devitalized. After dealing with the colls we necessarily look to the condition of 
the tissues, the arrangement of the cells one to another, the different types of 
cells, etc. 

In cancer one of the most important changes that we have to bear in mind is 
that which we see, for instance, in epithelial tissue in the germinative layer of 
cells. When this is disturbed, and the growth is below this layer, we have one of 
the reliable proofs of malignancy. In the application of heat we And the germina- 
tive layer is particularly affected; in other words, the normal behavior of this 
tissue is directly interfered with. 

I thinlr Ih-. Brown has an excellent idea of going one step farther and de- 
priving these tissues of the blood supply where that is possible. I have examined 
a number of sections from tissue ho has sent to mo, and it does seem that by 
this combined method you do get a very rapid and pronounced result. It prac- 
tically duplicates tlie condition that you see in tissues where the natural resistance 
is being built up against malignancy. There is embolism of the blood vessels, increase 
of the connective tissue and later on there is scar tissue formation with segrega- 
tion of the area that is involved in the malignancy. When the blood vessels are 
tied off and the tissues subjected to heat, it does seem as if you hod 
brought about the conditions that are ideal for arresting the cancer mass. The 
result is determined by the accessibility of the heat, or the ability to cut off the 
circulation beyond tlie area so as to completely isolate it. Accessibility of the 
cancer tissue seems to be the real difficulty to overcomei. 

DE. EREDEEICK S. WETHEEELL, Syeacijse, N. Y.— Dr. Percy has pre- 
sented no statistics of any kind, this being strictly a preliminary report. We see 
eases of inoperable or so-called inoperable carcinoma of the cerrnx, and rcpeatodl} 
they die, notwithstanding radium or x-rays. This paper will be widely read, and 
wo would like to have an answer for the men who are discussing this paper pro 
and con-, what Dr. Percy ’s experience is in these inoperable cases of carcinoma 
which go on in spite of the fact that they have had radium and x-ray treatment 
and ultimately die. 

DB. EUPUS B. HALL, Cincinnati, O. — I would like to ask Dr. Percy whether 
if a woman during her first labor had an epithelioma in the cervix, as largo as a 
big orange, filling the whole vagina, he would destroy that by the curette or cau- 
terj' knife before he would use continuous heat. 
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DB. PERCY, (closing). — am quite sure tliat you will lieai" a great deal more 
about this low beat metbod of treating accessible cancer in tbe near future, for 
tbe reason that it bas mneb in it of permanent value in' this disease. All it re- 
quires is that surgeons learn tbe metbods and indications for its use. Tbe beat 
treatment, as it bas been developed in recent years, follows tbe lines of recognized 
surgical procedures. In addition, one is not working in tbe dark with an uncon- 
trollable agent, but ratber with one with wbicb we can always determine tbe cor- 
rect limits of its application. It is also infinitely less dangerous to normal struc- 
tures and to tbe general well being of tbe patient than is true today of radium 
or tbe more recent deep therapy x-ray apparatus. 

In answer to Dr. Brown’s question as to the procedure best suited to tbe destruc- 
tion of the cancer cells that have already invaded tbe walls of tbe blood vessels. 
It is a most interesting fact that the vessel walls, and also nerve sti'uctures toler- 
ate at least a third more beat without permanent injury than other tissues of 
the body. You can apply tbe beat to tbe blood vessels, especially tbe arteries, suf- 
ficient to brown them, and even leave scorched areas such as appear on your 
toast in tbe morning from contact with tbe hot wires of your electric toaster. I 
have done this many times and I have never seen any immediate or subsequent 
barm come to the vessels so treated, and the cancer cells in their walls are cer- 
tain to be destroyed. In some of my early papers I explained this resistance as 
due to tbe uniform temperature of tbe blood which they contained protecting their 
walls from overheating. I thought this observation original with me, but I found 
later that Doyen of Paris bad made and published tbe same observation. I have 
been through a lot of grief in order to obtain tbe facts as I now know them regard- 
ing tbe action of boat on human tissues, but someone bad to get this information cor- 
rectly. Tbe surgeons who take up this work from now on will have a much easier 
time. I have taken a mass of cancer that surrounded tbe whole extent of tbe axillary 
vessels and fully two inches in diameter and cleaned that mass from tbe vessel 
walls so that no vestige of tbe disease remained. If tbe malignant cells have in- 
volved some portion of the depth of the walls these will entirely' heal over in tbe 
general repair that follows tbe application of tbe cautery beat. It is well to start 
the dissection of tbe pathological structures by beginning in tbe normal tissues 
just adjacent to it. This will give one the correct anatomical landmarks that 
can be followed into tbe growth with tbe hot knife. The flat blade of tbe loiife 
cautery can often be shoved along tbe blood vessel if it is done quickly, and then 
brought ratber suddenly out through tbe overlying exuberant mass. This will 
split the accumulation of cells that surround tbe vessel, and if you are not too 
awfully slow in this maneuver you cannot possibly do any injury to tbe vessel 
walls. When the mass is split it is a comparatively simple procedure to push tbe 
remainder of it entirely away from the rest of tbe structures to which it may be 
adherent, with tbe nose of the cautery knife. It is most impressive bow resistant 
fbese blood vessels are for a very short time to the application of a cautery knife 
tliat frequently bas a temperature of from 600° P.— 800° F. The stumps of the 
small arterial brandies that arc necessarily severed in this way are tied with No. 1 
plain catgut. The fundamental thing is that cancer cannot be successfully trans- 
planted after it bas been heated for ten minutes to 113° F., (45°C.) Cancer 
really semns to abhor beat. 

As to my statistics: 


these. Frankly, I have never been greatly inter- 
eaed in my results merely as results. My chief concern bas been to know whether 

llrfrt fron7ti?f‘' that tbe patient would 

. 1( per cent of my utonne cancer cases. Please remember that these were 
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of the utterly inoperable type. They belonged to the class that we have hereto- 
fore absolutely refused to do more than try to palliate witli morpliine. Even 
if you clean up these malignant growths with the cautery the patient frequently 
dies because of a coincident myocarditis, or if not this, a surgical kidney which 
has resulted from the previous sepsis incident to the breaking down of the tumor. 

Wlien we are considering statistics in operations for cancer situated at the 
uterocervical jimction we should not forget those of John BjTne. He reported 
over 60 per cent of his cases alive and well beyond the 5 year period, and no one 
has over called in question the correctness of liis statistics. Byrne for years 
thought it was tli© electricity in his cautery blade that was responsible for his good 
results, but I found in the last article that ho published where he used the word 
heat for the first time. Dr. Byrne never opened the abdomen to learn the direction 
of the uterus in the pelvis, but determined this by the introduction of a sound into 
the cervical canal and up into the body of the uterus. Then with his long handled 
cautery loiife ho coned out the entire ccr\ux through the uterocervical junction. 
His excision often extended thruugh the uterocervical junction into the body of the 
uterus. ‘When ho had completed his operation the vault of the vagina looked not 
unlike the dome of a cathedral. It was after such an excision that ho applied 
his mushroom shaped cautery tip until he had thoroughly dried out the remaining 
tissues. I believe that this initial work of John Byrne will finally prove to have 
been of transcendent importance in the final solution of the treatment of cancer 
by heat. 

I do not want to bo understood as decrying the use of either radium, the x-ray 
or the d’Arsonval current (Diathermy). They still have a place in tlie treatment 
of a selected number of these cases. I have liad a great deal of personal ex- 
perience with the last two, and have seen the practical results from tho use of 
■radium under the direction of those who wore qualified to use it. It is not nec- 
essary to detail my experiences with any of these methods or agents except to say 
that they require expert knowledge of the higJiest typo especially along the lines 
of tho natural sciences. This is something that the majority of those who are 
now trying to make use of them do not possess, and it will remain a handicap to 
their most successful use for many years to come. The ease with wliich all of 
these agents set up and leave a chronic endarteritis after their application is most 
discouraging to their more efficient use. The ease cited by Dr. Miller is interest- 
ing. But that same thing happens time and again. 

Ewing of New York said to me a few years ago, that the balance in cancer is 
easily upset, and it is. But the devilish side to it is the ease with which it is 
disseminated. Doyen likens it to a shower of pollen distributed by the wind. I 
always think of cancer reinfection as being as subtle and as mysterious in its 
possibility for reappearing, after we have tried to destroy it by the usual methods, 
as is the arrival and spread of the bacillus pyocyaneus in our surgical wards. 
Cancer sometimes comes almost like an apparition, apparently from nowhere, except 
where we use the heat and then it does not return in that particular region. Heat 
effectively heads it off. 

There are a lot of patients who are alive and well over the country who have 
been operated on as Dr. Brown reports. No one so far has brought the number 
of them to the attention of surgeons. Dr. Rea Smith of Los Angeles had six 
patients ^vith utterly inoperable uterine carcinoma yet they are perfectly well over 
the five year period. This, I may say, is not an isolated instance. These were 
his first cases following my technic, and this report, I report, can bo duplicated 
in many other places not only in tliis country hut abroad. 

We are prone to manipulate a mass of cancer too much, too often and too 
roughly. Some of us are almost as bad in this regard as arc the so-called “rub 
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doctors.” I am convinced that we loosen fragments of the tumor and sot them free 
in the circulation to take on new virulence in a now location by our thoughtless 
and indelicate handling of these tumors. Cancer should be treated as far as 
touching it is concerned, as if it were a most valuable piece of Dresden china. 

Kegarding the question of Dr. Hall as to the treatment of the large masses of 
cancer in the cervix, and whether I would clean them up first with the cautery be- 
fore applying the continuous low heat as I have outlined it in my paper. If giving 
a general anesthetic, in order to destroy the mass with the cautery does not inter- 
fere too much with the natural resistance of the patient to cancer, then undoubtedly 
its destruction would leave less for the continuous low heat method to do. To 
destroy as much of the gross mass as is possible at one sitting and then to apply 
the continuous low heat is, in the largest number of cases, the wisest course to 
pursue. 

I have seen a vagina that was packed full of cancer clear up in a few weeks 
from the application of the continuous low heat so that there was absolutely no 
clinical evidence of the disease remaining. 

I have received considerable criticism because occasionally my technic is respon- 
sible for a vesicovaginal fistula. But if there is cancer near or into the bladder 
it should be destroyed, fistula or no fistula. "Wliat is the use of operating if we 
are to leave a bladder infected with cancer untreated? It is well to open the 
bladder suprapubieally and apply the heat direct. In tliis way one can do much 
more efficient work through the direct application of the heat. 

The results in bladder cancer are most gratifying. My first case is alive and 
well after eleven years. A most important point when the cautery is used to apply 
the heat is to hold the instrument still or quietly in one place xintil all of the 
tissues are fixed by either the cancer, or by an inflammatory exudate are rendered 
normally movable again. Unless you do that you have not gotten penetration 
sufficient to destroy your malignant infection. You cannot wobble your heating 
iron all around as some surgeons do when attempting to get the maximum benefits 
from the heat treatment. Heat penetration cannot be most effectively secured in 
that way. It takes time to apply the heat effectively, but it makes the difference 
between success and failure. 

DK. YATES. How often and how long do you apply the heat to these fixed 
tissues? 

DB. PEBOY.— If you make your tissues freely movable from the heat at the 
first sitting that is usually all that is necessary in the way of treatment. The time 
required to get this result in the average case is usually about an hour, sometimes 
less and swietimes over. The time that the patient is on the table does not seem 

to matter if they arc given the minimum quanity of ether wliich is usually all that 
IS ever required. 


Db. Lucius A. AVing, New York City, read a paper entitled Hemor- 
rhages in the Newborn. (For original article, see page 85.) 

{Concluded) 
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{Program contributed by the Junior Staff of the Woman’s Hospital) 

Dr. George P. Hoch pre.seuted a resume of The Incidence and Treat- 
ment of Syphilis in the Service of the Woman’s Hospital. 

SoveI•.^l 3 'ears ago it became a routine to do a Wassormann test on all admissions 
to the Hospital. The number showing some serological change was great enough to 
warrant the inauguration, of a clinic for their treatment one and a half years ago. 

The hospital having no limited district many patients are received from outside 
New York City where there arc no facilities for their treatment. It seemed there- 
fore all the more urgent that the hospital have a clinic for their care. 

The diagnosis with very few exceptions was made on the blood changes. Every 
patient was subjected to an liistorical and clinical examination. Only after the 
proper evaluation of all evidence was the sum total allowed to influence us in mak- 
ing a diagnosis of syphilis. 

All tests showing au 5 'thing but a complete absence of hemolysis were set aside 
.for further studj’ and only on clinical or historical evidence did we make a diag- 
nosis of syphilis. 

"With the complete absence of hemolysis however we felt safe in assuming that 
the patient had sj'philis, regardless of any other evidence. 

The tests were all done with two antigens, alcoholic extract of beef heart and a 
eholesterinized antigen. 

"When then are we warranted in making a diagnosis on a positive Wassormann 
reaction? 

The All-American Conference on Venereal Diseases considered all frank Wasser- 
mann reactions as positive with the following exceptions: 

(1) Abseenec of luetic history with positive Wassermann diagnosis made with 
care and another Wassermann done. 

(2) Weak reactions cannot be accepted and call for further study. 

(3) Negative Wassermann cannot be regarded as proof of absence of lues. 

(4) eholesterinized antigen being very sensitive, is of particular value as thera- 
peutic index. 

(5) Negative reaction is no indication for stopping treatment. 

Together with these exceptions may be added yaws, which is never present in this 
climate and can be disregarded, leprosy, some eases of relapsing fever, and febrile 
stage of malaria. With moderate caution all these pitfalls can easily be avoided. 

!Many of our patients gave histories of frequent abortions which we considered 
of clinical importance. Williams has shown that one out of every five abortions is 
due to syphilis. As the evidences of the disease, in women, are often masked, es- 
pecially in colored women, who liave no distinct recollection of rash or 
mucous patches it seemed that we were warranted in starting treatment with no more 
erddence than a complete absence of hemolysis in our serum. 

During one and a half jmars there have been 3130 admissions to the Hospital 
and patients in the Out-Patient-Department on whom Wassermann tests were done 
independent of the Obstetrical Service. Of this number there were 158 cases of 
lues in the wards and 117 in the Out-Patient-Department, 8.7 per cent. 
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On the Obstetrical Service there were 495 admissions with eight positive Was- 
sermanns after four to six weeks. It is our routine always to check these. 

This discrepancy is readily appreciated when vre note that 75 per cent of the 
positive reactions in the ward admissions were on colored patients, who are po- 
tentially classified as “those who are and those who will be syphilitic'’. There 

are no colored patients admitted to the Obstetrical Service. 

Practically all of the four per cent who showed active lesions were from the 

Dispensary. Four primary lesions were seen, two on the cervix and two on the 

labia. 

"We had four living children with positive cord Wassermaun reactions, only 
two of which have returned to the clinic for treatment or observ'ation. We do 
not make a diagnosis of congenital lues on a cord Wassermann in the absence 
of clinical findings. Many positive cord Wassermanns have negative blood Was- 
sermanns after four to six weeks. It is our routine always to check these. 

If however there is any evidence of the disease such as eruption, enlarged 
spleen or liver, which occurs in 55 per cent of congenital luetics, or rhinitis which 
occurs in 48 per cent, according to White and Veeder, treatment is instituted im- 
mediately. 

We have tried to standardize the treatment so it simplifies the handling of the 
cases. Neoarsphenamine and mercurosal are used at weekly intervals ex- 
cept the very early cases when the effort is made to sterilize the patient quickly 
by more intensively using the arsphenamines. 

Ten injections of each drug are given which constitutes a series. After a rest 
period of one month a Wassermann is taken and treatment is again given in the 
acute cases regardless of the Wassermann reaction. In the latent cases if the 
Wassermann reaction is negative, treatment is checked. 

We regard the rest period as essential, for it allows of the elimination of the 
arsenic and mercury, both of which have a cumulative action and by pushing 
we may bring on untoward reactions. 

When the patient is susceptible to the neoarsphonamine we use silver salvarsan 
which acts just as efficiently in sterilizing the patient. In our series of cases we 
have had as many negative serological results with this preparation as with any 
of the others. So far we have neither observed any reaction or argyria. 

All patients before being discharged receive a lumbar puncture. Stokes and 
Fordyce and Rosen have shown that 25 per cent of syphilitics show changes 
in the spinal fluid early in the disease. These patients even with negative physical 
findings are potential tabetics or paretics. 

The patients with neurological changes either symptomatically or serologically 
are given the routine treatment and if they do not respond to that are given 
arsphenaminized serum intraspinally which w'C feel is indicated in some of the cases. 

All patients who show a positive Wassermann in the antenatal clinic are sent 
to us for treatment. The question has often arisen “should syphilis be an in- 
dication for inducing an abortion?” We do not believe so, as many children born 
by syphilitic mothers do not have the disease. But the woman when pregnant 
should be treated during the entire pregnancy and there is very little likelihood of 
the child becoming syphilitic. It is inadvisable to start treatment late in the 
pregnancy as this may cause a Herxheimer reaction. If there are active lesions 
treatment should be given at any time. The mothers are watched all during the 
course of treatment as to their kidney function. We make the further change 
in these cases of giving the drugs separately. The arsphenamine is given first 
and lately the mercury to avoid the irritation of the latter on the kidneys, and 
the further accumulation of the arsenical with its possibility of causing dangerous 
reactions and eclampsia. 
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It is too soou to report on the prognosis of our cases as the worh has not been 
carried on sufficiently far enough. But it is comparatively easy to sterilize the 
patient and in 22 per cent of our patents we have had negative Wassermann re- 
actions at the end of one series. 


Dr. Frederick J. Matthews discussed the Relation of Orthopedics to 
Gynecology at the Woman's Hospital, 

The Orthopedic Clinic at the Woman's Hospital^ was started in May, 1920, 
to ascertain the cause of bachaches in clinic patients, who did not present con- 
ditions to warrant treatment or operation. Also, where the correction of the 
gynecologic condition had been made without relief of symptoms. 

Since the opening of this department 43 eases were referred who did not show 
any orthopedic conditions to cause their symptoms. Three hundred and ninety-two 
cases have been referred ■who presented tho following orthopedic conditions: 


Marked increased lordosis 

■with short tendo achillcs and weak feet 

with short tendo achilles 

with arthritis 

with marked scoliosis 

with marked rickets and lateral scoliosis 

Sacroiliac subluxation following labor 

with scoliosis 

with arthritis 

Sacroiliac subluxation following injury or strain (muscular) 

■with increased lordosis 

with weak lateral or metatarsal arches 

with wealc metatarsal arches 

with arthritis 

with short tendo achilles 

with short tendo achilles and weak feet (lat. & ant. 

arches) 

Low lateral and metatarsal arches 

with short tendo achilles 

■with arthritis 

with marked rickets and lateral scoliosis 

Low lateral arches only 

■with short tendo achilles 

with short tendo achilles 

Arthritis 

Myalgia 

Lateral curvature 

with arthritis 

with short tendo achilles 

Long transverse process 5th lumbar impinging on ilium 

Sacralization of transverse process 5th lumbar vertebra 

Short tendo achilles 

Coccyxalgia 

Lumbar Potts 

I'Jattcning of the heads of both femurs relaxation of capsule of hip jt. 
Cases operated on with improvement in symptoms 

Sacroiliac subluxation 

Increased lordosis and short tendo achilles 

Short tendo acliillcs 

Myalgia 

Cases operated on without improvement in symptoms 

Increased lordosis and short tendo achilles 

Sacroiliac subluxation 

Lateral curvature 


20 

64 

43 

32 

5 

1 total, 165 
10 
1 

3 total, 14 
19 

1 

4 
1 
7 
1 


22 total, 57 
9 

15 

3 

1 total, 28 
1 

1 

2 total, 4 

23 total, 23 
17 total, 17 

6 

5 

2 total, 13 
12 total, 12 

4 total, 4 

11 total, 11 
2 total, 2 
1 total, 1 
1 total, 1 

12 
8 
1 

4 total, 25 


23 

9 

3 total, 35 
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Tlie increased lordosis cases are mostly fat women with a relaxed abdominal 
n^all and apparently of sedentary habits. They give no history of sudden onset, 
of pain in the back, but first complain of a tired feeling followed by dragging 
sensation in the lower lumbar region, then a backache while in the upright posi- 
tion, this is usually relieved by lying down with knees flexed or a pillow under 
the lower part of the back. Complications vary these symptoms somewhat ac- 
cording to the condition. 

The siibluxation of the sacroiliac joints due to prenatal conditions, gives a his- 
tory of onset of sudden severe pain in one or both sacroiliac joints, from three 
months previous to delivery up to the patient’s getting around^ after labor. ^ The 
severe pain usually lasts for several days or longer, slowly diminishing. Pam ex- 
tends in most cases along the sciatic nerve and around the crest of the ilium to- 
wards the symphysis pubis on affected side. 

The sacroiliac subluxation due to muscle strain or injury gives a history of 
moving or lifting a heavy object or a fall, followed by sudden severe pain in the 
affected joint. Symptoms same as previously mentioned. 

Backache, due to conditions of the feet, gives a history in most cases of arch 
trouble not properly relieved, preceding backache. 

Backache of arthritic origin usually gives a history of a rheumatic condition 


and patient shows arthritic changes in other joints. This condition is most often 
affected by weather changes. 

Short tendo achilles appear to play a very important part in the treatment of 
patients who have this complication as the limitation of ankle motion usually 
causes a contraction of the erectrospinae muscles with increased lordosis to relieve 
the strain on the calf muscles and the feet. 


Dh. Edward C. Lyon presented and discussed the Mortality and Mor- 
bidity of Cesarean Section vs. Hfgh Forceps Delivery Based on 1000 
Consecutive Deliveries at the Woman’s Hospital. 

Tills is a preliminary report based on 1000 consecutive ward deliveries on the 
Obstetrical Service, from which have been excluded all cases of miscarriage be- 
fore 6% months of pregnancy. The cases occurred within a little over two years, 
during which time there were no changes in tlie personnel of the Attending Staff 
and none in our attitude towards indications for interference. 

It is rare at the Woman’s Hospital to have a case admitted wliich has not been 
previously enrolled in the prenatal clinic and studied there for several months, 
so that emergency procedures are not common. Of these 1000 cases Id were 
delivered by high forceps and 20 by cesarean section. One of those delivered by 
high forceps and one delivered by cesarean section, were emergency cases and had 
had no previous study. 

We consider a high forceps deliveiy to be one where the forceps are applied 
to an engaged head, the biparietal diameter of which has not yet passed through 
the inlet. In all of these deliveries the Tarnicr axis traction forceps was used to 
bring the head to the pelvic floor, after which the Tucker-McLane instrument was 
often substituted. All cesarean sections were abdominal with a median incision 
—part above and part below the umbilicus, and with the uterine incision in the 
anterior wall and not low down. 

Both maternal and infant mortality nill be considered and under morbiditv 
any mother or infant who had a postpartum temperature of 100.6 or over, or any 
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complicating condition which detained either patient in the ' hospital beyond the 
regulation time will be reported. 

In the 14 cases delivered by high forceps there were no maternal deaths. 

In the 20 cases delivered by cesarean section there were three deaths, as 
follows : 

Case 1. — Toxemia, eclampsia, acute suppression of urine, edema of the lungs. 
This patient was in the hospital for observation and treatment of toxemia for 
six weeks prior to delivery, in the hopes of obtaining a living child. She showed a 
satisfactory improvement and induction did not seem indicated. Normal pelvis, 
history of one miscarriage, no labors. At eight months she spontaneously went 
into labor, membranes probably unruptured, though this could not be definitely 
determined. Poor pains, slow progress, rigid cervix admitting one finger. In- 
sertion of Voorhees bag advised. This was followed by severe convulsion, rapid 
change in patient’s condition for the worse, blood pressure rose from 130/SO to 
210/100. Catheterized specimen of urine showed C5 per cent sediment of albumin 
on boiling with acetic acid. Cesarean done as quickest means of emptying the 
uterus, uncomplicated operation, one convulsion postpartum. Condition became 
worse and patient died 85 hours postpartum. No autopsy. 

Case 2. — Peritonitis. Patient never in prenatal clinic, ■ admitted as emergency, 
interference outside the hospital. Eight months’ pregnant, vertex, normal pelvic 
measurements, history of one normal living child. Two days before admission 
severe hemorrhage, was packed by physician at her home; pacldng removed next 
day. Subsequent hemorrhage and patient was admitted to the hospital. Patient in 
good general condition — almost complete placenta previa, two vaginal examinations, 
uncomplicated operation. Patient died 88 hours postpartum. No autopsy. 

Case 3. — Peritonitis, septicemia, positive blood culture. While in prenatal clinic 
patient under treatment at St. Luke’s Dispensary for chronic pulmonary tuberculo- 
sis, poor general condition; at term, vertex, normal pelvic measurements; history 
of one miscarriage; one previous cesarean section. History showed patient was 
operated on six hours after onset of labor, indication for which could not be de- 
termined. Spontaneous, dry labor — patient given test of labor, with four 
vaginal examinations in hospital. Uterine inertia, rigid partly dilated cervix, 
persistent O. P., exhaustion of patient. Uncomplicated operation. Patient died 
73 hours postpartum. Diagnosis confirmed by autopsy. 

Mortality, infant. In the high forceps deliveries there were two stillbirths, in 
both cases baby alive before patient was taken to the delivery room. One of these 
was complicated by a prolapsed cord and both were persistent occiput posterior 
positions. There were two deaths. One died on the second day from cerebral 
injury and was a case of persistent occiput posterior. The other died on the 
sixth day from the same cause. The former had a marked asphyxia pallida and 
was resuscitated with difficulty. The latter had a moderate asphyxia livida and 
was resuscitated with ease. In the cesarean sections there was one death 7% 
hours postpartum from atelectasis. Operation for former ventral fixation, dis- 
charge of meconium noted before operation. 

Morhidity, maternal. In the high forceps delivery three cases showed a re- 
actionary temperature not extending beyond the second day. Five cases had a 
temperature due to sapremia, four with a temperature one day, one with a tem- 
perature three days. All were treated by posture only and discharged in good 
condition. 

In the cesarean section cases all showed the usual postoperative rise in tempera- 
ture but in addition to this there were four cases with a temperature due to sa- 
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premia. Tlieso were treated by posture only and discharged in good condition. 
One case of pyelitis, one of saphenous phlebitis, were dischavged in good condi- 
tion. There were three cases of wound infection, all superficial and involving only 
the shin and subcutaneous fat. Two were discharged in good condition and one 
unimproved, this patient being operated upon because of an epithelioma of the 
vulva. 

MorMdiiy, infavt. In the high forceps cases there was one case of facial paralysis, 
unilateral, much improved at time of discharge. In the cesarean section cases 
there was one case of fracture of the middle third of the femur due to difficult 
extraction of the baby and a tight uterus. Firm union - on discharge. Slight de- 
formity. 

DISCUSSION' 

DR. JOHN 0. POLAK. — If I understood Dr. Hoch correctly, he made the 
statement that there was danger and no advantage in treating syphilitics late in 
pregnancy. That is rather at variance with the exi^ericnce . that we have had 
in our clinic, no matter at what stage of pregnancy the syplulitie appeal's and 
receives treatment, there have not been any untoward results, and the advantages 
have been very considerable, particularly for the baby, even when those patients 
had but very few injections. 

The second point I would like to refer to was a point brought out by Dr. 
Lyon. It was rather interesting to me to note the record of high forceps he re- 
ported. This is an operation I had supposed had been relegated to past history. He 
modified his statement as to high forceps, but yet was yery clear in stating that 
the largest diameter had not passed the brim, and as these cases had all been 
followed in the prenatal clinic, it seems to me that 14 cases of high forceps was 
an extremely high incidence, and that the loss of four babies was directly due to 
that procedure. 


Dr. James V. Ricci discussed Commercial Preparation of Gum Glu- 
cose and Demonstration of Its Effect on the Blood Pressure of the 
Rabbit. 

1. The Preparation of Gum Glucose . — Gum acacia and glucose are given in- 

travenously at the Woman’s Hospital to prevent and to combat shoclc incident to 
operation. A solution of six per cent gum acacia and twenty per cent glucose 
sterilized in sealed ampules, each containing 300 c.c. is prepared by Squibb and 
Company of New York and is kept ready in the hospital on ice for emergency 
use. When desired for use, the ampule is placed in a basin of hot water just 
below the boiling point for three to five minutes. The lowest point of the ampule 
is then sterilized with alcohol flame, the glass filed with sterile file, and the rubber 
tubing attached. A graduated glass pipette wuth a connecting “y” will give 
the rate of flow per minute, which for a patient of 150 lbs. should be 3 c.c., for 
200 lbs. 4 C.C., for 100 lbs. 2 e.c. The rate is based upon the physiological rate 
of absorption of glucose, which varies nutli the body weight of the patient. A 
thermometer in the tubing shows the temperature of the solution which should 
he approximately 105° F. For the maintenance of a constant heat level we de- 
pend on a specially constructed electric apparatus, so fashioned', as to envelop both 
ampule and rubber tubing. One ampule is sufficient for an ordinary operation- 
if need be a second ampule may be attached in a similar manner. ’ 

2. Object of Gum Glucose Injections.—Vhe object is to maintain blood pressure 
by maintaining the blood volume, not to increase the tension in the arterial walls 




Fig. 
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as is done by adrenalin or digitalis, and thereby causing a diminution in the 
flow of blood to the tissues and especially to tlie Iddneys. Shock may be caused 
by hemorrhage from the body or by hemorrhage into the patient’s capillaries— 
that is, concentration and stagnation of cells in the capillaries, and loss of plasma 
from the circulation. If by hemorrhage from the body, gum glucose, as it is a 
colloid, will not leave the capillaries, but will attract the remaining blood into the 
blood vessels and tide the patient over an interval until a donor can be obtained 
for a blood transfusion. If shock is caused by blood lying stagnant in the cap- 
illaries due to the alteration of the vessel walls, gum glucose will attract the 
plasma back, into the blood stream and restore the blood volume. 

Sir William Bayliss of London has demonstrated that a solution of gum acacia 
will raise the blood pressure in cats suffering from shock; the accompanying Kymo- 
graph tracing (Pig. 1) shows the same result from giving intravenously, solution of 
gum glucose to rabbits which I had previously rendered in a state of shock. 


Dr. Edward A. Bullard presented a Report of Two Cases of Men- 
struating Fistulae. 


Case 1. — Mrs. I. H., colored, age tlvirty, well and robust,, admitted to Woman’s 
Hospital, July 7, 1921.. Menstrual onset at 13, regular, every„28 days, 7 days’ du- 
ration, painless, profuse. No miscarriages, one child born in Jamaica, Jan., 1921, by 
instrumental delivery at term, but no details known. Very stormy puerperium with 
high fever. During the fourth week a diagnosis of pelvic abscess and toxic insanity 
made and patient takent to Kingston Hospital. A large abscess was found in the 
pelvis which was ruptured during the manipulations and before more could be done 
the patient was in extremis. A smaller abscess was promptly evacuated. The sac of 
the large one on the left side was brought up and sewn into the wound and after 
the insertion of cigarette drains the abdomen was rapidly closed. Both appeared 
to be broad ligament abscesses. The symptoms rapidly improved. After a week 
an dcraseur was applied about the protuberant remains of the sac and the mass 
sloughed off. Patient left the hospital in about five weeks in good' condition ex- 
cept for a discharging sinus in the sear. 

A slight purulent discharge from this fistula has persisted up to the present 
time. Menstruation of the same type as before pregnancy appeared in April and 
after one day of vaginal flow menstrual blood oozed out of the sinus onto the 
abdominal wall and continued to do so until the vaginal bleeding stopped. This 

discharge has appeared on the second, day of each succeeding menstrual epoch 

of ■which there have been three — and has persisted in moderate amount until the 
vaginal flow ceased. Patient sought operation for the cure of this sinus- is 
otherwise in excellent health. ’ 

Examination showed a five inch midline scar below umbilicus, in the lower end 
of winch IS a sinus admitting an ordinary probe downward and backward about 
five inches. The uterus feels normal but somewhat fi.xed to a right-sided soft 
globular mass about three inches in diameter. ’ ’ 


Unne and blood normal. Urethral smears and Wassermann, negative Eubin 
test for tubal patency tried with the entrance to the sinus submerged under a little 
pool of water. Under 50 mm. mercury pressure the COo gas bubbled out of 
the sinus and when parent sat up the classic sign of should'er pain was noted and 
gas seen under the diaphragm by the fluoroscope. This proved that the aim,! 

:r;“ z: 
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On July 15, 1921, a supravaginal h 3 'Sterectom}’, bilateral salpingooophorectom.v, 
excision of salpingoabdominal sinus and appendectomy done. By long elliptical in- 
cisions the -n-hole scar and sinus were excised in one mass. On entering the abdomen 
it was seen that the sinus was the left fallopian tube with its tinibriated end em- 
bedded in the scar. The tube was slightly enlarged and the lumen a bit dilated 
but there were no adhesions about it. The left ovarj- a little enlarged, buried under 
adhesions to the uterus, and on dissection sterile pus exuded. The right ovary was 
transformed into a cj’St of about four inches diameter. The right tube ran across 



Fia. 2. 


the top of the cyst, appeared normal, and the Eubin test had already' proved its 
patency. Light omental and intestinal adliesions to the back of the cyst and the 
uterus (Fig. 2). Uterus, appendix, kidneys and gall bladder normal. It appeared 
unwise to consider conservatism and accordingh’ complete ablation of uterus and 
adnexae was done. Prophylactic appendectomy' also done. Because of tlie spill of 
pus from the ovary a cigarette drain was inserted and the abdomen closed. 

Patient had a normal convalescence, the highest temperature being 101° rectal. 
Discharged on the twentieth day, drainage tract closed, wound healed, pelvis normal 
to palpation. 

Microscopical examination of the offending tube showed "thickened fibrosed wall 
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with maihed edema and congestion. The blood vessels engorged, their walls thick- 
ened and sclerosed. Some areas of mucous membrane are infiltrated almost ex- 
clusively with round cells, others show polymorphonuclear leucocytes and a largo 
number of plasma cells. Small abscesses are frequent. Also marked perisalpingitis. 
The other tube presents the same picture. Uterus moderately fibrosed and endome- 
trium hyperplastic. ’ ’ 


Case 2.— Mrs. M. X., age 31, entered Woman's Hospital, March 12, 1922. Married 
eight years, four children, all normal labors, and no miscarriages. Menstrual history 
was entirely normal. 

In December, 1920, patient's last child was delivered normally, but puerperal sepsis 
followed. She got up in three weeks but constant pelvic pain and poor health persisted 
until she was compelled to submit to laparotomy on April 17, 1921 at the Flushing 
Hospital. The details of the operation were not obtainable but she understood that 
"an ovarian abscess" was found. A drainage sinus remained which has never healed. 
In July, an abscess appeared in the left groin and after incision this was found to 
communicate with the main fistulous tract. Three more sinuses opened soon after on 
the left lower abdomen and all five continued active. 

The baby was weaned in August, 1921, and the mother’s general health improved. 
In December, 1921, menstruation appeared for the first time and lasted three days. 
During all of tliis epoch blood resembling menstrual blood came out of the original 
sinus quite freely and recurred for three months that followed until her operation in 
Woman’s Hospital in March, 1922. More blood discharged from the fistula than from 
the vagina but the vaginal flow persisted nearly a day longer. During the inter- 
menstrual intervals there was a constant but veiy slight seropurulent discharge from 
this sinus but never any blood. All of the other sinuses continued to discharge pus in 
moderate quantities but none of them showed any sanguineus flow during menses. 

The Eubin tubal patency test was done and under very low pressure the gas passed 
into the uterus and out of the sinus in the laparotomy scar, but none passed into the 
abdominal cavity. 

. On hlareh 16, 1922, Dr. Herman Grad operated. The sinus in the laparotomy scar 
was first probed but no information gained and abdomen then opened through the 
sear. A large tuboovarian inflammatory mass occupied the left side of the pelvis 
adherent to small intestines, sigmoid, bladder and lateral pelvic wall. The left 
tube ran from the mass upward and forward to be attached at its fimbriated end 
in the old scar. This was the menstruating fistula. The other four sinuses com- 
municated ndth the inflammatory mass separately across the top of the bladder 
or down the lateral wall of the pelvis. The greatest difficulty was encountered 
in the release of adhesions and entire excision of the left adnexa and these sinuses. 
A loop of small intestine and the sigmoid were tom and repaired. The right ap- 
pendage had been removed at the previous operation. Abdomen was closed with 
drainage. 


The wound became badly infected and required several counter incisions. 

The laboratory report stated that the tube wail was thickened, lumen con- 
taining purulent exudate. Mucosa almost entirely replaced by an exudate of 
lymphocytes and polymorphonuclears. One area still shows thickened rugae, in- 
vaded by plasma cells as well, with considerable hemorrhage. Ovarian tissue 
partly necrotic. 

Menstruating fistnlae have been reported by Bland, Thomson, Landsberg, Bond 
and Thorn But when we bring up the question of the origin of these periodic 

bloody discharges and them nature we plunge at once into the old unsettled prob- 
lem, "Docs the tube menstruate?” pioo 

Many of the cases of menstruating tubal sinuses reported in the literature are 
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Of no assistance in the determination of this problem because the tubes, as in 
the two cases of our own report, were pathologic, or because their condition might 
have been influenced by uterine or other adjacent pathology. As Novak rightly 
claims “To be of value in such a study the removed tubes must be free from 
pathological changes, they must not be injured in removal, and they must be placed 
at once in the fixing fluid. In addition there must be an accurate history of the 
case, especially from the standpoint of the menstrual dates and the freedom of 
the patient from any condition, whether general or local, which might influence 
the periodicity of menstruation. “ No large series of cases has been worked up 
in this manner. 

There is considerable variety of opinion on tubal menstruation. Whitridge 
Williams says that the tubes ‘ ‘ show distinct cyclical changes both in the epithelium 
and connective tissue” but '^ordinarily take no part in the menstrual function.’^ 
‘Graves thinks the tubal mucous membrane probably does not share in the bleed- 
ing as a rule but that tubes inspected at operation during menses have sometimes 
indicated an associated tubal menstruation. Delporte investigated many normal 
tubes removed during menstruation. He found diapedesis of red cells and ex- 
pulsion through the mucosa into the lumen of the tube, a condition resembling 
menstruation, but he did not consider it a true menstruation. Bond studied . the 
uterine ends of quite a few normal tubes which had been removed during men- 
struation in operations for cystic ovaries, fibroids or retroversions. He found red 
cells passing through the mucosa into the lumen of the tube, and thought certain 
cases of hematosalpinx without pregnancy could be thus explained. He felt sure 
that the blood foimd in the tube was not a regurgitation from the uterus because 
the tubal menstruation preceded the uterine in some of his cases. DeLee thinks 
some degree of tubal menstruation probable, because tubes fastened into ab- 
dominal incision have periodic bloody discharges, hematosalpinx points to this 
•origin, and a decidua menstrualis was found in the tube by Arendt. Goffe found 
after vaginal hysterectomy the uterine end of a tube attached to the vaginal 
stump, and menstruation occurred into the vagina several times until the tube 
was thoroughly destroyed by cautery. Holzbach showed various periodical decidual 
changes in the tube. Leopold and Martin found small areas of epithelial desqua- 
mation in the tubal mucosa, the epithelium of which, however, was renewed much 
slower than during menstruation. 

On the other hand many observers seriously doubt genuine tubal menstruation. 
Jaageroos examined many tubes taken out with the uterus for cervical cancer and 
never found blood in a normal tube. Crossen admits that the general congestion 
at menses may result in a slight effusion of blood into a normal tube but thinks 
menstruating fistulae are due to the pathologic condition of such tubes. Moraller 
and Hoehl admit the problem is not settled. They think there is usually no 
bloody secretion in the tubes at menses. They believe that nearly all observations 
that have been made on the subject are open to criticism because they were made 
upon patholo^c tissues. Hrankel says, “A true menstruation in the sense of 
•typical mucous membrane -changes as described by Hitschmann and Adler does not 
■occur in the normal tube. Hemorrhage into the tubal lumen always represents a 
■pathological process.” 

DISCUSSION 

DB. EOBERTS L. DICKINSON. — ^Bearing on the matter of tubal menstruation, 

I would state that I sterilize patients in the ofRce by occluding the tube and 
passing a sound with a cautery tip on it. This produces a slough and closure by 
a circular sear, of the ostium uterinum and either a hydrosalpinx or a hema- 
tosalpinx results in about one-half of the cases for a little while. In e.xamining 
them right after menstruation ■with the idea that they may fill up with menstrual 
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blood, one finds tliat tubes do not continue filling montli after month, which shows 
that the tubes do not go on menstruating. If tubes menstruate scantily and only 
a few drops work back into the peritoneum, the peritoneum is able to take care- 
of it. Therefore it would seem there cannot be any large amount of tubal 
menstrual blood, if any. 

DR. HERMAN GRAD. — ^Dr. Bullard did not mention tlie fact that this pa- 
tient stated that she menstruated eight diflTerent times through this tube and that 
the menstrual flow ceased about two days before the uterine flow ceased. It is 
of interest to know that the duration of the tubal escape was not as long as that 
from the uterus. 


Dr. Gilman S. Currier presented A Compact Apparatus for Deter- 
mination of Patency of the Fallopian Tubes in Sterility and Method 
of Use. 


A very small tank of carbon dioxide in liquid form holding 8 c.c. at a pres- 
sure of 1000 pounds per square inch is contained in a shell which forces it down 
upon a hollow needle perforating the sealed end of the steel capsule (tank) and 
fitting the shoulder tightly against a rubber washer. Thus the gas is released 
and ready for use, the rate of flow to be regulated by a delicate needle valve. 
One cylinder will sufdce for two or three patients or more if they are examined 
the same day, but, inasmuch as the tanks are worth only a few cents a piece — new 
and charged — ^it is simpler to use a new tank for each patient. 

A quart wide-mouthed bottle with a two-holed rubber stopper- is filled with 
water to the level shown in the illustration. Tlirough one opening of the stopper 
comes the glass tube of the volumeter (used by Wallace & Tiernan for measur- 
ing chlorine and used, inverted, for irrigation in the Carrell Dakin treatment of 
wounds in the war.) This glass tube contains a syphon and is of about 50 c.c. 
displacement, used to measure the volume of gas passed. Each time the hollow 
glass chamber is emptied (which happens suddenly after gradual filling) 50 c.c. 
of gas have passed, seen bubbling through the -water. This gas passes through 
the glass Y-shapcd tube in the second hole of the rubber stopper to a U-shaped 
double column of mercury through the one arm and to the patient through the 
other (Fig. 4). 

A funnel (“thistle”) on the top of the tube containing the mercury allows 
it to be poured in if carried around in a bottle. There is a millimeter sliding 
scale on the tube containing the mercury on which zero is made to correspond to 
whatever the level of the mercury may be. The free arm has a bend to support 
the rubber tube connecting the volumeter and gas tank. 


From the free arm of the glass Y-shaped tube the gas passes- in rubber tubing 
into which is inserted, somewhere in its course, a two-way pet-cock allowing it 
to be directed on into the patient or to escape at will. A flexible hollow tin sound 
No. 15, perforating a rubber acorn tip to a urethral (prophylactic) syringe con- 
stitutes the terminal attachment of the rubber tubing. The advantages of this 
over the steel sound are two-fold: better coaptation of the rubber against the 
cervix can be obtained because it can always be made perpendicular to the cervix 
by bending and, secondly, the sound can be curved to suit the contour of the- 
utennc cavity whether antcflexed or retroflexcd 

The o,.t« hoinc perteMo (Kg. 3) cm he earriel t, the home, office ov opemtmr 
room, mhethet .t be e.ee.ea or In o ,,h„„.heg. 
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procedure is shouTi by tlie fact tliat out of over 600 cases at the Woman’s Hos- 
pital no harm has resulted. Inasmuch as it is necessary to introduce the flexible 
sound into the uteiais, sterile surgical tcchnie is necessary. The contraindica- 
tions to this invasion of the utei-us by a foreign body would prevent use of the 
apparatus, the most objectionable feature being a badly diseased cervix, although 
no harm has been experienced from chronic conditions of this kind but the test is 
obviously superfluous as cndocervicitis should be cured before other causes of 
sterility are sought. Acute salpingitis would naturally contraindicate the test 
more from the point of view of inadvisabilitj* of intrauterine manipulation, than 
anything conveyed by the gas into the abdominal cavity, for the gas would not 
pass, as also in the premenstrual period when patent tubes may seem obstructed. 

The cylinder is introduced into the shell (fitting only one way) and with the 
needle-valve closed, the shell is screwed down as far as possible, pressing the 
cylinder by the hollow needle, freeing the gas. 



Fig. 3. — Currier apparatus for determining tubal patency. 

The tank is then attached to the volumeter by rubber tubing and the flow of 
gas so regulated, by turning the needle-valve, that with both sides of the two- 
way pet-cock closed the pressure as shown by the mercury manometer does not 
rise too rapidly for safety, a rise of 5 mm. of mercury per second being a good 
standard, which, once set, is allowed to continue until the test is finished,- the 
pet-cock being opened, the gas is allowed to escape till ready for the test so that 
the pressure no longer rises or the mercury will be blown out of the tube if tho 
pressure is allowed to rise above the limit of the scale. 

After iodinization of the cervix and insertion of a bivalve speculum, to in- 
troduce the sterile sound the tip of which is bent to suit the contour of the 
uterine canal and the rubber acorn about 1 to 1% inches from the tip, the cer\ix 
must be grasped with a tenaculum wdiich should of course be outside the canal in 
order not to interpose between the rubber and cerr-ix. Novocaine may occasionally 
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be necessary for this but usually can be dispensed with. The whole procedure 
can, on the other hand, in a very sensitive patient, be done under general an- 
esthesia, gas or ether as it is not necessary to rely on any subjective symptoms 
on the part of the patient (later taken up as right shoulder pain). 

When the rubber on the sounrl is firmly pressed against the cervix no gas 






escapes from this source. If imperfect coaptation exist it is detected l)y gurglino- 
and sense of vibration felt through the metal (tenaculum and speculum) and an 
irregular and unsteady drop in the column of mercury 

When the P^-cock is closed the pressure as shoum by the column of mercury 
will rise constantly till obstruction is overcome 

.,n „»l h.6„„ nUhouBU i. „ 
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reach a point somewhat above the level set (90) but promptly drop back to that 
level and stay there. If a stethoscope be applied to the lower abdomen above the 
pubis, gas can be heard passing through into the peritoneal cavity, all of which 
is quite painless. 

Patency can be determined after as few as two or three excursions of the 
volumeter — that is — after 100 to 150 c.c. of gas have been passed into the ab- 
domen. A greater volume is usually employed unless the patient is very sen- 
sitive. A maximum of 300 to 400 c.c. is often allowed to pass into the abdomen. 
Then, if the patient be conscious, which is not at all necessary, and sits up, 
she will usually have right shoulder pain due to subdiaphragmatic irritation by 
the gas, which it is easy to demonstrate by the fluoroscope in the form of a white 
line of separation between the liver and diaphragm, but too awkward for 'clin- 
ical use. 

In partially occluded tubes, as those chronically diseased or the engorgement 
just previous to menstruation in normal tubes, the pressure rises up to 150 mm. 
more or less showing difficulty for the gas to pass through. 

In tubes that are completely closed the pressure goes steadily up as high as 

one cares to allow, which upper limit has been found to be 200 mm. mercury, as 
rupture is possible above that pressure. The nature of the obstruction will af- 
fect the behavior of the mercury column; thus it has been found to go up to 200 
mm. three times and the third time just as it would reach the 200 mark, it would 
drop to 60 or SO and remain there showing patency established — probably velamcn- 
tous adliesions broken up — showing the therapeutic possibilities. If in such a 
case the procedure were carried out once a week, later work will probably show 
retained patency and therefore cure some cases of obstruction without operation. 

This brings up the point that in all partially or completely obstructed cases it 

is well worth while going through three trials at the same time and at intervals. 
Of all these signs, the behavior of the column of mercury, the right shoulder pain 
and the fluoroscope, the first and last are the only two that are absolutely con- 
stant, and the fluoroscope is too impracticable for office use when the pressure 
readings will suffice. 

The absorption of the carbon dioxide gas in the abdomen is very rapid — much 
more so than oxygen — and comparatively painless. There will be very little bloody 
discharge from the cervix as a result of the test, no more than from treatment of 
that organ. 


Dr. Albert H. Aldridge presented Insufflation of Uterus and Fallopian 
Tubes. Eeport of 600 Cases Examined by the Rubin Method. (For 
original article see page 53.) 

DISCUSSION 

DR. I. C. RUBIN. — ^Dr. Aldridge started at a point where the method was prac- 
tically established. I had passed through the experimental stage and had had 
some undesirable results, as, for example, more pain, pressure symptoms and oc- 
casionally syncope, due to too large amount of gas being used and perhaps also to 
improper selection of cases while I was developing the matter of pressure rate 
flow. I have nothing but tbe greatest admiration for Dr. Aldridge’s work, and 
his results are so many and so varied that I could take up a great many of these 
points in a very lengthy discussion, which is out of the question here. 

There is one point which I would like to touch on in connection with the in- 
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senious de^rite piesented by Dr. Gunier, vrliich I think has filled a want in the 
source of gas supply. In watching the action of the little tank I find it will de- 
liver a great deal more gas than is required for two or three cases. If used ju- 
diciously, I think it can he used for quite a number of cases. 


Dr. William T. Ejennedy presented a paper entitled Radiograpliy of 
Closed PaUopian Tubes. (For original article see page 12.) 


discussion 


At the conclusion of a lantern slide demonstration DB. RUBIN said: 

There is only one more point about these cases to which I would like to direct 
attention. Without the use of opaque solutions, but with the use of the gas test 
we are in a position to say whether we are dealing with complete closure of both 
tubes or partial patency, at least one tube being open. I believe we are also now 
able to tell whether we are dealing with unilateral stenosis or stricture or complete 
unilateral occlusion in many cases without having to resort to the injection of chemi- 
cal fluids into the uterus. Dr. Aldridge brought out the point that any pressure 
above 150 millimeters of mercury indicates stenosis and a pressure above 200 
means occlusion. A very interesting symptom which I have found in a fairly large 
series of cases indicative of a partial stenosis or of complete closure on one side, 
is the distention pain lateral to the uterus produced by the intrauterine insuffla- 
tion. I found in checking up this work that where the colic is suprasymphyseal, it 
is apt to be uterine colic and the gas does not enter the tubes beyond the isthml 
and this fact signifies that the closure is at the uterine horns. When the closure- 
is on one side alone and near the abdominal end of the tube as in a case of hy- 
drosalpinx there is a distinct pain on the side on which the closure is present, the- 
manometer, of course, indicating a relatively high rise of pressure on the mercury- 
column. When the pain is bilateral and is associated with a high rise of pres- 
sure it is indicative of closure of both tubes at or near the fimbriated ends, and' 
I have been following up these points and comparing them with the findings at- 
laparotomy. That is one of the chief reasons why I have not used this opaque- 
solution in the uterus further and I am glad to be able to state my experience here^ 
I feel that perhaps we should check it up with the laparotomy findings. 

I would like to refer to one particular case, a woman now at the age of 26' 
years, married five years, but sterile, was operated at the age of 15 or thereabout, 
for a supposedly appendiceal inflammation. The patient was married eventually and 
was operated by another surgeon for what he thought were closed tubes and to his 
surprise, found that both tubes had been ablated. This woman is -without tubes 
and is strongly desirous of having a child, and now this procedure can be tried 
in order to see how much of a stump she may have because she is absolutely bent 
upon having something done which will improve her chances, no matter how slight 
they may be. It is in such a case as that which I have just narrated that the 
introduction of an opaque solution is of great value. 


_ DR. ROBERT L. DIOKINSON.-Dr. Cary, I believe, has the priority clain 
m this matter. He made the suggestion and I used injections of argyrol, an< 
Dudley Roberts ook the pictures. In patients rather obese the shadows -Sre poor 
^condly argyrol, not as good a material as sodium bromide, gave poor 
When the material goes through the tubes, it diffuses itself into the pelvic peri 

..a «teu,o. ti.= I. a .ccLa i„b 
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one ^Yas partially occluded, and in one in wliicli the fluid went through there were 
two confusing shadows on one side of the pelvis only. 

Now, what we want Dr. Kennedy to elucidate is what will happen in open tubes 
when you throw this fluid through. We want to hear whether, then, the diffusion 
among the bowels in the lower part of the peritoneal cavity will give you clear 
pictures or obscure pictures. 

Secondly, I might say that there is a simpler method of getting the same re- 
sult without the cost of the x-ray. You make a bimanual examination and find no 
evidence of distended tubes. You throw air into the uterus witii a pipet and man- 
ometer and more goes through than the uterus itself will hold. You then make a 
bimanual and find you have produced an artificial hydrosalpinx. You, therefore, 
with your fingers determine some of the things you find in Dr. Kennedy’s plates. 

The tubal isthmus has been referred to as closed. I believe in a study of the 
literature that you can find no instance of such a thing as a really grown to- 
gether ostium uterinum of - the tube ; that is to say, a closed opening in the sense 
that the sides are pressed together so firmly that a pressure of 200 will not open 
it, is possible, but an actual agglutination, which, on section, shows that there is 
a structural blockade, is said not to happen. I have made some search of the lit- 
erature in an attempt to find a section which would show a tissue growth closure, 
but have not succeeded in finding any. Apposition yes, but actual anatomical 
closure no. 

DE. HIBAM N. VINEB'EEG. — I want to sound a note of warning. One of the 
great advantages, to my mind, of the Rubin test is that it will do away with a 
great deal of indiscriminate dilatations, stem pessaries and Dudley operations. 

Now, there is just as great danger if not greater if every woman with closed 
tubes, after being subjected to the Rubin test, should have her abdomen opened. 
This may do a great deal more harm than we have been doing in the past. 

I thinlc Dr. Aldridge deserves great credit for having raised the question as to 
whether in cases of closed tubes it is worth while to open the abdomen and try to 
open the tubes for the sake of conception. I think we should emphasize that very 
point tonight. Now, nature will do things of itself which we witli our surgery very 
often cannot do. How often does it happen that men have tied off tubes by surgi- 
cal procedures and the patients have become pregnant? Probably a larger percent- 
age than those that had tubes opened by surgery, because in this one instance tiie 
tubes were healthy and in others they were diseased. 

I reported a case here some years ago in which a pyosalpinx had been removed 
and an ectopic pregnancy had occurred in the very short stump of the tube that had 
been amputated near the cornu of the uterus. So, while I feel the work reported 
here tonight is of great value, 1 wish to utter a note of warning that not every 
woman who comes to the doctor’s otfice with tubes that are found to be closed 
should be admsed to have her abdomen opened merely for the sake of becoming 
pregnant. 

DR. GEOEGE GRAY WARD.— This work of Dr. Kennedy ’s, which supplements, 
of course, Di'. Rubin ’s original work, I consider has a distinct value. I recognize 
what Dr. Yineberg has said as a general proposition, but all of us see cases where 
the patient practically insists that something shall be done on account of her steril- 
ity. Just such a' case was one of mine that Dr. Kennedy showed on the screen. 
The patient was a Eilipino woman who was married for five years and had never 
been pregnant. She had had a gonorrheal infection and her husband admitted 
that he was at fault. They were willing to do anything to have a child. It was 
an obsession with the woman that she must have a child and she insisted that some- 
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tiling be done. The case was tested by Dr. Aldridge and the tubes were proved 
to be positively closed. Dr. Kennedy then x-rayed her, which plainly showed com- 
plete obstruction at the uterine cornu on the right side and a hydrosalpinx with 
obstruction at the fimbriae on the left side. The condition was explained to the 
patient and to her husband. A laparotomy was consented to and I believe it was 
perfectly justifiable. The findings at operation were identical wdtli those shown 
in the picture taken by Dr. Kennedy. The right tube was apparently closed 
throughout and had a nodule at the uterine horn. It was merely a small tube, just 
like a cord, which had been destroyed by the disease. A satisfactory salpingostomy 
could not be done on that side. The other was a hydrosalpinx going back of the 
uterus, and there were adhesions present. On that side I did a salpingostomy with 
a wide % inch opening and passed catgut down into the opening, suturing it there 
in the hope of maintaining the patency. The patient is coming in for a further 
gas test within a few days and if Dr. Aldridge succeeds in putting the gas through, 
we irill consider that it was worth while to do what we did for her. She was re- 
lieved of her pelvic pain and as far as future pregnancy is concerned, she is better 
off than she was. 

The valuable point that Dr. Kennedy has brought out in his paper is that when 
both tubes are shown to be occluded by the Bubin test, it is important to make 
a diagnosis as to the location of the occlusion in each tube in order that we know 
whether we can offer the patient the operation of salpingostomy with any justifi- 
cation. When the obstruction is at the uterine cornu the operation is nearly hope- 
less, while if at fimbriated end of the tube, we have some prospect of success. 

DB. ROBEBT L. DICKINSON. — I would like to ask Dr. Eubin or Dr. Aldridge 
if they have seen any case in which tubes have been opened by gas and pregnancy 
has followed. 

DB. C. G. CHILD, JR. — I am not at all pessimistic about the operations for 
closed tubes. I believe they are fully justifiable. I believe that, although many 
failures follow such operations, as many failures follow all operations in surgery, 
the failures following the operations for opening the tubes cannot be classed as 
dangerous to the life of the patient. I have had an encouraging number of cases 
which led to successful issues, the birth of a living child having followed, several 
times within ten months after the opening of the tubes, and subsequent chil- 
dren having been born after that time. 1 have now an encouraging number of 
children so born. 

I feel that all closed tubes should be operated on, if there is no contraindica- 
tion and the general condition of the patient permits, and provided the husband 
is fertile. 


DB. ALDRIDGE (closing). — In answer to Dr. Dickinson I would say that I 
know of twelve cases examined by the Rubin method which subsequently became 
pregnant in from one month to one year after examination. Seven cases were patent 
and five partially occluded at time of examination. Rive of the cases had some 
gynecological operative procedure done between the time of the test and the time 
when pregnancy occurred. 

One case of one child sterility became pregnant almost immediately after ex- 
amination. Slie had been married eight years and sterile following delivery one 
year after her marriage. She was anxious for a second child and had resorted to 
larious methods of treatment by numerous doctors without result When die was 
examined by the Rubin method a high level of pressure was required to .tart tim 
flow of gas through the tidies, men the gas once began to enter the abdomen it 
passed through the tubes at a very low level of pressure. Apparently the gas under 
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pressure had relieved some ohstruction leaving the tubes freely patent. The patient 
had one period before she became pregnant and has since been delivered. I think 
that I am justified in giving the method credit for this pregnancy. 

It is impossible to say in how many of these cases the Rubin method has opened 
the tubes and allowed pregnancy to take place. It is possible that tubal obstruc- 
tion may be overcome in a very small percentage of cases, and thereby allow preg- 
nancy to take place. 


OBSTETRICAL SOCIETY OF PHILADELPHIA 
MEETING OF FEBRVABY 1st, 1923 
The President, Dr. William E. Parke, in the Chair 

Dr. Alice Weld Tallant presented A Study of the Results in Face 
Presentations. 

Anyone who wishes to acquire experience in the management of face presenta- 
tions must be possessed of a goodly store of patience. Even at the rate of the 
generally accepted estimate of 1:250 cases, data accumulate slowly. Personally 1 
have foimd these presentations far less frequent in my private practice than in 
my hospital service. Our figure for the combined iiospital and outpatient service 
of the Hospital of the Woman’s Medical College of Pennsylvania show thirty- 
nine cases in the last 10,000 confinements, a percentage of 0.39. Por this study 
I have added two more, malting a total of forty-one. In our series tlie left mento- 
anterior stands first, but this is by no means the universal rule. 

Of far greater importance is the etiology, since the conditions which cause 
the malpresentation will also play their part in the treatment and outcome of the 
cases. I am convinced that the management of face presentations is largely based 
on these conditions and that to lay down a method for the conduct of a face pres- 
entation per se, without considering them, is illogical. 

Take for a moment the commonest causes, disproportion between the child and the 
pelvis, malposition of the uterus (usually due to lax abdominal walls in a multi- 
para), and abnormalities of the fetus, and apply them to vertex presentations. 
No one would dream of saying that the same method of treatment should be car- 
ried out in a ease of contracted pelvis in a primipara and one of relaxed ab- 
dominal wall in a multipara with large measurements. Therefore when a diagnosis 
of face presentation is made, the next thing is to discover, if possible, what has 
caused it, before weighing the merits of version vs, conversion, expectant treatment 
vs. interference. 

Multiparity, a factor in the etiology which is always stressed, is the first strik- 
ing point in our series, as miglit be expected, with tlxirty-five multiparae to six 
primiparae, a proportion of nearly six to one, or 85.3 per cent. One must not be 
led astray by these figures, however, for in our clinic the multiparae outnumber 
the primiparae about three to one, so that our conclusion is that a multipara is 
only about twice as likely to have a face presentation as a primipara. 

Of the six primiparae, four had contracted pelves, a point which bears out 
the statement that a face presentation in a primipara should always suggest the 
presence of disproportion. Among multiparae disproportion also plays its part, 
but more often on account of the large size of the child. Twelve in our series had 
cliildren weighing over eight pounds (the large.st an anencephalic fetus of twelve- 
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and-one-lialf pounds) and only three showed pelvic contraction of any marked 
degree. 

The fact that anencephali were found five times, a proportion of nearly one to 
eight, must not he overlooked, and when we add two more malformations and two 
macerated fetuses, we have surely enough data to justify the contention that the 
fetus is often at fault, as well as to explain why the gross fetal mortality is 
bound to he high. Coiling of the cord about the child is also to he listed,, hut the 
diagnosis is so seldom made in advance that it is of little practical value. In 
one of our cases thte cord was twice around the neck and also around both feet, 
and in another, around the neck and body. 

The effect of the malpresentation is on the average to prolong labor somewhat, 
but rapid labor is often noted. The increase in the length of labor is not marked 
if the comparison is made between face and vertex presentations showing similar 
accompanying conditions, as diY labor, small pelvis or large child. Early rup- 
ture of the membranes is possibly a little more frequent, but again, not strikingly 
so. As to the perineal lacerations which are so often emphasized as a result of 
the delivery, I am in complete accord with Oragin's dictum that "much tearing of 
the perineum is not necessary”. In only two of our forty-one patients did any 
laceration occur and in both eases a single suture sufficed for the repair. As one 
of these patients was delivered by version and extraction, the perineal tear had 
no direct relation to the birth of the head in face presentations. 

As far as the outcome of face presentations is concerned, the day has long gone 
by when operative measures were supposed to be a necessary accompaniment of 
nearly every case. The writers of the present state or quote the proportion of 
spontaneous deliveiues as from 80 per cent (Smyly) to the astonisliing 98% per 
cent of Boer. At the same time the reader must be struck with the fact that these 
same writers note a higher maternal mortality than in vertex presentations and 
specially emphasize the grave prognosis for the cliild, giving the average mor- 
tality as from 10 to 15 per cent, although lower figures are quoted from a few in- 
dividual clinics. That anomalies of the child are not largely accountable for this 
high death rate may be inferred from Cragin’s statistics for the Sloane Hospital, 
in which, after deducting monstrosities and macerated and nonviable fetuses, the 
corrected mortality remained at IT per cent. It must be borne in mind, of course, 
that hospital figures will always lun high. 

The conclusion is that face presentations, even when ending in spontaneous de- 
livery, mean a serious sacrifice of infant life. After the method of watchful ex- 
pectancy for anterior positions, we find looming large in the majority of the 
books, conversion of the face into a vertex, especially if the chin is lying ob- 
liquely posterior, as in right mentoposterior, or more rarely left mentoposterior, 
and the variations and modifications of this procedure are described in full detail. 
Conversion sounds so simple and logical and lends itself so readily to blackboard 
diagrams that I have taught it rvith proper zeal to successive classes for some 
sixteen years. 


One difficulty I always encountered, however, was in citing examples to illustrate 
and prove its value, for the very good and sufficient reason that we had tried it 
but twice and both times unsuccessfully. As in other kinds of conversion there 
seemed to be a lapse into the previous condition. Bumm long ago recommended 
version in such cases; Jellett suggests that podalic version is safest for So 
general practitioner (whatever he may think best -fnr i 

n a„rec with Bumm; Smyly mentions the uncer- 
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tainty of success in conversion; Kerr goes farther and advises the general prac- 
titioner to let face presentations alone; Wallich even emphasizes the dangers of 
conversion. Wliitridge Williams states that in his experience “the conversion of 
face into vertex presentation is rarely effectual”. I wonder whether obstetricians 
really use conversion to any great extent or whether they are simply perpetuating 
a tradition. 

But what have been our methods at the Woman’s Medical College and have we 
results to justify our failure to employ this long-approved conversion? 

First, we rely on “masterly inactivity and watchful waiting” when conditions 
in mother and child are normal, especially if the position is an antciior. If we 
cannot quite reach the high plane of some of the figures which I have already 
quoted, W'e can show over eighty per cent (82.6 per cent) of spontaneous birtlis 
in anterior positions and over sixty per cent (61.1 per cent) in posterior positions, 
an average of 73.1 perr cent for the entire series, or thirty out of forty-one cases. 
In three of these cases we helped the anterior rotation of the chin by manual 
manipulation during the descent. 

Among the operations we have five versions: two were in anterior positions, one 
performed because the child was passing meconium, the other in an emergency 
case of a patient long in labor, w'ith whom forces failed. One of the three versions 
in posterior positions w'as in a moderately contracted pelvis of the generally con- 
tracted type. Forceps were used three times in posterior positions, after manually 
rotating the chin to an obliquely anterior position under anesthesia. I hesitate to 
say that in one of these cases we used axis-traction forceps, because I consider 
the high forceps operation unfavorable for these presentations. A word of ex- 
planation is perhaps necessary. We had intended to perform version after the 
labor came to a standstill, but the patient refused to allow any operation until 
her husband could be consulted. By that time the head was, we thought, too firmly 
fixed for version. We have had one cesarean section in a primipara about at 
term, admitted to the hospital with toxemia and showing the added complications 
of a fiat pelvis and a posterior position of the chin. 

Our total number of cases is forty-one without maternal mortality and with 
only two cases of perineal laceration (and those of minor grade). Of the forty- 
one children, nine -were stillborn or died shortly after birth, but these deaths are 
easily explained by the fact that two were macerated fetuses, five were anencephalic 
and the other two also monstrosities (one general edema of the fetus and the 
other a combination of moderate hydrocephalus, double club-foot and malformed 
arms). Among the remaining thirty-two normal babies there was no mortality. 
All were discharged in good condition and many were followed afterward for 
months or even for a year or two. 

Now it seems to me that if a series of cases, some in a hospital, but more in 
the typical homes of an outpatient service in the downtown district, can give such 
results, we should no longer so stress the high fetal mortality of face presenta- 
tions that the general practitioner is led to think a face presentation in itself a suf- 
ficient reason for stillbirths or infant deaths. Chiefs and assistants, internes and 
students shared in the care of these cases, and if so varied a succession of people 
could bring the patients through satisfactorily, surely not only the obstetrical 
specialist but also the average physician who does obstetrical practice should be 
able to help in displacing face presentations from their unenviable position as a 
cause of maternal and infant mortality. 
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Dr. Ann Tompkins Gibson described a Method to Taoilitate Delivery 
of Anencepbali iu Vertex or Face Presentations, applicable to cases 
where shoulders are excessively developed, giving rise to severe 
dystocia, and where version is impossible. 

Case 1. — (West Pliiladelpliia Hospital for Women.) Diagnosed by residents as 
face, through unruptured membranes. When I first saw the ease it proved to bo 
the rudimentary brain presenting, and head was at the spines and immovable. 
Patient was anesthetized. Grasping the fetal head with the left hand a double 
loop of 6 indi folded gauze (uterine packing good) was passed over the hand 
and around the fetal neck, making certain it passed below the mastoid processes 
and chin. The free ends of the gauze were passed through the loop forming a 
slip-noose; this was drawn taut and traction downward applied. This method will 
permit the use of force without injury, and eventually descent of the shoulders 
was achieved by depressing the acromial ends of the clavicle. Cliild was living 
when delivered. Weight 9 pounds. 

Case 2. (Outpractice case. Barton Dispensary of the Women’s Medical College 
of Pennsylvania). 

Para v. Pace presentation, L.M.A.. Anencephalus. Descent ceased at spines. Pa- 
tient anesthetized and forceps applied; could not bring presenting part to perineal 
floor. Uterine packing was used in the manner described and cluld delivered with- 
out difficulty. 

Case 3. — (Maternity Department, Hospital of the Woman’s Medical College of 
Pennsylvania.) Para vii. Paco presentation, R. M. A. When I first saw patient 
head was fixed at the spines and version impossible. Diagnosis of anencephalus was 
made. 

Forceps were tentatively tried because head was so large, but failed to hold. The 
bandage traction method was then used and head delivered. The child was very 
large, and it was necessary to insert a Braun hook in the posterior axilla to de- 
liver the shoulders, even then delivery was exceedingly difficult; the hips also were 
impacted. 

This last case illustrates the fact that even a very large anencephalie fetus may 
bo thus delivered, once having extracted the head, and having a means of main- 
taining the traction to assist delivery of the shoulders. 

The anatomical peculiarities of aneneephali, and the use of wide folded gauze 
in double length for tractiou, render decapitation impossible by this method. 


DISCUSSION 

DR. EDWARD P. DAVIS. — ^As regards face presentations, I have observed 
that the situation of tho placenta has something to do with the position of the 
chin. If tho placenta is upon the posterior wall of the utenis the tendency is for 
tho presenting part to become anterior in its rotation; if the placenta is upon the 
anterior wall the tendency is for the presenting part to become posterior in its 
rotation and mechanism. We have had a number of face presentations, and they 
have mostly gone on with very little difficulty. Some have been rapidly bom, 
others have been bom after prolonged labor. Our rule is to maintain the mem- 
branes unruptuTcd as long as possible, keep the bladder emptied by catheter and 
then wart. If the chin comes down well there is no reason why forceps at the side 
of the head should not be employed. We never use forceps without axis traction 

using the Simpson. If a face presentation turns into an impacted brow it seems 
to mo tuo cuoicc is section. 
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In the event of anencephali and other monstrosities 1 should prefer cleidotomy 
to the violent traction, believing' that crushing and firmly grasping the cranium 
and cleidotomy I should give the mother a better chance than by very forcible ex- 
traction. 

DB. EICHAED 0. NOEEIS. — As Dr. Tallant read the paper, I got the impres- 
sion that ■with this tractor considerable force -was used and while efficient, the ef- 
fect on the mother might not be as favorable as it would be to decrease the size 
of the baby. For the difficult shoulders associated ■with a monstrosity of this kind 
the child should be disregarded. It is better to diminish the size than draw a 
large body through the birth canal. It has been my teacliing and practice to always 
try to determine early in face presentation if the chin is anterior. That ha'ving 
been accomplished 1 have never had any special trouble with it, but where I have 
found the chin posterior I have resorted to manipulation and the use of manual 
means to secure presentation of the occiput or at least an anterior position of the 
chin. Forceps to the cliin anterior position is a simple procedure. 

■ DE. DANIEL LONGAKEE. — ^I believe that, unless conversion is attempted 
early, it is not a useful procedure. The crucial point in the matter of face pres- 
entations is the determination of pel-vic contraction and if this exists it should 
certainly early be determined and forcible extraction entirely avoided. My o'wn 
preference, there being ample peMc space, would be an early podalic version.' 

DE. GIBSON. — ^In the three cases quoted, it was impossible to do version; 
they were impacted, and in all it was necessary to use a drastic method. I rely on 
this method only for extraction of the head, and then accomplish extraction of 
the shoulders by any suitable means indicated in a given case. In these cases we 
were able to extract the shoulders mthout any laceration of the soft parts of the 
mother. 


De. George W. Kosmak, op New York, read by invitation, a paper en- 
titled Fibroid Tumors Complicating- Pregnancy and Their Treat- 
ment-. (For original article, see p. 63.) 

DISCUSSION 

DE. EDWAED P. DAVIS.— I have been greatly interested in Dr. Kosmak's 
paper and there can be no doubt concerning the importance of fibroids complicat- 
ing gestation. At the present time the trend of professional study lies in two di- 
rections. "We know the uterus by reason of its anatomical situation and anatomical 
structure is a flbromyomatous organ. It has been shown by a number of observers, 
notably by Sampson, that the uterine circulation is a series of isolated entities 
whereby it is possible for these growths to occur very early, readily, and that tins 
arrangement is rendered necessary by the demand of the uterus for increased size 
during healthy gestation. Fibrosis of the uterus is not at all an uncommon thing 
in pregnancy, and in my observation it has explained some cases of slow labor in 
primiparous women who were married and became impregnated after the usual ago 
of child bearing. In these no tumor was detected, and had I not had occasion to 
explore by section I should not have known of the fibroid condition. In two cases 
on whom I operated, one had a second elective cesarean section and tho fibroids 
present at tho first had practically disappeared. At the first the uterus was studded 
■v\-ith them. There is no question that fibroid is not at all uncommon in primiparao 
above the usu.al age of child bearing. 
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We know that fibroids may not only grow, but they degenerate in the uterine wall 
and that process is followed by and may become a serious condition. The problem 
before the profession today in operating for any reason whatever upon nonpregnant 
women at the time when childbirth and child bearing may be desirable and may 
properly occur is what to do ndth the uterus that shows fibroid tumors in view of 
the possibilities of pregnancy; and that brings up the question of myomectomy in 
nonpregnant individuals in the interest of future procreation. Studies show that 
in nonpregnant women subjected to myomectomy 28 per cent of these women will 
subsequently under favorable conditions conceive. Of these women 10 per cent 
of them, although they may pass through the first pregnancy successfully, will have 
a return of the tumor and operation must be repeated in 2 per cent. That does 
not mean they may not be able to bear a child, but that a fibroid tumor is still 
there. There may be repeated the operation of myomectomy, or in some cases 
cesarean section or hysterectomy. From the standpoint of the conservative pro- 
cedure of myomectomy in nonpregnant women these women may still have saved 
for them the possibility of childbirth. 

We recognize certain indications in these cases as indicating surgical interfer- 
ence. They are first, a woman pregnant with fibroid tumor, the fibroid begins rap- 
idly to grow sometimes with leucoeytosis or fever. The second is the location of 
the fibroid tumor in such a part of the uterus that it is inevitable that impaction 
would occur when labor begins. It would be unwise not to expect trouble in a 
fibroid low down in the uterus. The third is the occurrence of Iremorrhage, or sub- 
sequent infection, or the signs of necrobiosis, especially with bad blood count and 
heraatin dissolved. 

As regards myomectomy: each case must be studied on its merit, but I think 
the profession is apt to take the age of 40 as the time one must consider hysterec- 
tomy with serious view. The woman of 23 is in one class, the woman of 30 in an- 
other, the women of 40 in a third. However, the mere occurrence of a fibroid tumor 
per se, does not demand operation, for the fibroid process is so constant in the 
uterus that it must bo more than that which draws our attention. In Dr. Kosmak 's 
warning of watchfulness I firmly believe. He made, again, the point as to whether 
the fibroid penetrates the endometrium, if it does then comes danger of placental 
infection from vaginal infection. That is a different class from others. In myomec- 
tomy in the nonpregnant there are some operators, notably English, who prefer the 
incision through the anterior uterine wall no matter where the tumor may be. A 
strong point is made that the entire uterine cavity be explored and incision always 
practiced through the anterior wall. I am reminded of the remark of a recent 
writer of gynecology, who is conservative, who thinks that demonstrable fibroid dis- 
ease in a woman pregnant or nonpregnant is a matter not to be taken lightly and 
that the degenerative changes with the possible implication of the blood making 
apparatus of the woman demand careful attention. 


DE. EICHAED C. NOEBIS. — ^It has been impressed upon me that pregnancies 
iu women whose fibroids are multiple, submucous, or interstitial, are relatively 
rare. If they become pregnant they are prone to misearry. If, at a later period, 
from tlio third month to the age of fetal riability, the tumors show signs of de- 
generative clianges, they enter the radical surgical class. So what the average 
obstetrician will find in his practice from the standpoint of conservative =urgery 
will be largely subperitoneal fibroids. We all do myomectomies in nonpregnant 
women -vcir frequently. Wo may have a series of successful cases even in preg- 
nancy, that may make us feel very enthusiastic and then you overreach theindi- 

nicrilVilEI fh -d ^ experience I have had more to do sur- 

foon? puerperal period than during pregnancy I 
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ious for a child. One of the fibroids became tender, swollen and acutely inflam- 
matoiy. I sent her to the hospital and watched her. A rising leucocyte count 
and fever made me think at first that I must operate. She was anxious for a 
baby. So much impressed was I with that fact that I was not quick to operate. 
She Avent through to term and had her baby. Had I operated she would have lost 
her only child. Another case, three months pregnant, anxious for a child. I did 
a myomectomy, removed six growths and she went to term. What is the lesson 
to be learned? If I had a patient today relatively early in pregnancy with fibroid 
tumor, who had any of the symptoms of inflammatory reaction, she would be sent 
to the hospital. She is not safe outside. If after a few days of observation, large 
multiple, nodular, tumors are seriously involved, I decide the case must be operated 
on and it usually turns out to be a hysterectomy. Later in pregnancy, unless there 
are very serious and grave inflammatory reactions I believe it is Avise to treat them 
conseiwatively. With fibroids in the loAver segment of the uterus anticipated ob- 
stiTiction, cesarean section is not alAA'ays necessary. There is a temptation to do 
it but very often the Avoman AviU deliver herself spontaneously, if the loAver seg- 
ment is given time enough to lift the tumor out of the peUds. The type of case 
and the period of pregnancy should always influence our choice of treatment. Ex- 
pectancy will be more frequently employed than surgery, as a rule. 

Multinodular, intramural, or submucous tumors rapidly grOAving in early preg- 
nancy Avill often require hysterectomy, regardless of the pregnancy. Subperitoneal 
growths toAvards the end of pregnancy Ave nurse along and operate when aa'O feel 
Ave liaA-e to. It is to tliis class especially that myomectomy may be applied. In 
large multinodular obstructing tumors at term, do cesarean section and hysterectomy 
and give her her baby. We watch in the puerperal period the involuting fi.broicl 
and at the first sign of tilings going wrong prompt operation is indicated. I re- 
call a ease Avith an inflamed ovarian cyst, a Catholic, anxious for a cliild, I 
operated on her and removed the ovarian cyst. At tho time of operation we found 

also several flbroids, one of them undergoing necrosis, I felt a hysterectomy was 

necessary but Avas not alloived to proceed. The woman miscarried and Avent through 
a stormy convalescence and five fibroids sloughed out of her abdominal incision. 

She recovered. You say Nature Avill take care of them. She Avon’t take care of 

all of them. We should be more prompt to operate on fibroids complicating preg- 
nancy. That is my final agreement Avith Dr. Kosmak. 


DR. ELLICE MCDONALD.— I think fibroid in pregnancy should be considered m 
the light of what fibroid does to pregnancy and then what pregnancy does to the 
fibroid. I am sure that a great number of cases go tlixough pregnancy without 
very mucli trouble for the reason that fibroids are not commonly recognized m 
pregnancy. I had that experience a number of years ago in our clinic where Acrj 
few fibroids were reported and I invited the men on the staff to examine very care 
fully and so we ran through a series of 2600 cases and Ave found about four times 
as many fibroids as had been reported previously. In all there Avere 0.5 per cent. 
In that series there were only tAVo cases AA’liich complicated pregnancy in the sense 
of fibroid complicating pregnancy by obstructing labor. There were four cases 
Avhere placenta was retained, a number of forceps operations, not very much over 
the average, and in no case was there any neci-osis of the fibroid, although there 
Avas an unAA’onted number of postpartum hemorrhage. I agree entirely Avith what Dr. 
Norris lias said in regard to radical treatment of fibroid and tliat they should bo 
vei-y carefully watched, but I do think that fibroid is getting a hard name in re- 
gard to pregnancy because they are not as frequently looked for, not overlooked, 
but not looked for, so that the actual percentage of trouble, I think, is magnified 
bocauso Avo hardly know the total number of cases. There is no doubt that preg- 
nancy sometimes has a A-ery cA-il effect upon fibroids. It is interesting to try to prog- 
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nosticate beforehand as to wliat fibroids rvffl undergo decrease rn sree. It seems to 
be cliiefly fibroids involved in the uterine rvall. A tj-po of ndiat we would call 
sessile in nonpregnant uterus. Those that have pedicle do not seem to undergo a 
marhed change. I agree with Dr. Norris and with Dr. Kosmak that they need to be 
very carefully watched. 

DR. COLUN RODLKROD.— I want to add the experience of a limited num- 
ber of cases and a grondng number of fibroids in these cases, to what Dr. Mc- 
Donald has just said. It has been in my mind during the past two or three years, 
that we must not condemn fibroids too freely. The fact remains that so many of 
them go their way for years unrecognized that we are unable to tell the percentage 
of fibroid in normal labor cases which do not give us trouble. It docs not seem to 
be the situation in the uterine body, whether low or high, but rather in the uterine 
wall .that causes trouble. There are two points I want to call attention to, one 
hinted at, the diagnosis of appendicitis during pregnancy. I had two patients who 
came with acute pain and on opening up I found an incarcerated fibroid which I 
lifted out of the pelvis and allowed the patient to go to terra, then did a section 
with hysterectomy. She made a good recovery. In the second case an appendix 
was removed and the incarcerated fibroid elevated from the pelvis, this woman de- 
livered herself and is at toimr with a second child with a fibroid uterus. A third 
point to remember is that myomectomy sometimes offers obstruction to the posribil- 
ity of hysterectomy in cesarean section for fibroid. A case in point: a surgeon re- 
moved a number of fibroids from the wall of the uterus in a patient in her third 
pregnant if nothing else intervenes. One other complication to which I did not refer, 
Because of bleeding and attempts to miscarry, the patient was kept in bed almost 
the entire nine months. At term the baby was found sitting on a large fibroid in 
the lower segment of the uterus, the feet extended to the cervix and the vagina, 
a large ovarian cyst the size of a grape fniit outside of the tumor. This situation 
precluded a vaginal delivery. It was with the greatest difficulty that we found room 
to do a cesarean section between the omental adhesions at site of former myo- 
mectomies. The placenta was very tightly adherent over the fibroid and excessive 
hemorrhage followed its manual removal. 


DR. KOSMAK (closing). — Dr. Davis and Dr. Norris referred to the question of 
myomectomy in young women: with the advent of radium we find that a great 
many women are getting so-called prophylactic doses of radium to stop bleeding and 
my own experience with a number of these cases has made me extremely careful, 
because I find that some of these young women, who undoubtedly bled from fibroids 
of the uterus, which can in some cases be palpated, do not require large doses of 
radium to stop menstruation altogether and in fact to sterilize them. It seems 
to me that in a choice of operation and removal of a fibroid tumor and the ap- 
plication of radium, I would prefer the laparotomy with myomectomy rather than 
the indiscriminate use of radium. Undoubtedly the presence of these fibroid tumors 
contributes to sterility and, if possible, every woman should be given a chance. I 
operated on a girl only a few weeks ago who presented a tumor as large as a 
cocoanut, she was less than 30 years of age, and very desirous of being married. 
She did not want to enter the marriage state in a condition that probably would 
not be satisfactory to her husband. That woman's uterus I think is in a very 
good condition for a possible pregnancy. The fibroid could be removed without 
disturbing the entrance to the tubes and I have no doubt but that she can become preg- 
nant if nothing else intervenes. One other complication to which I did not refer, 
IS tlm possibility of uterine rupture. A woman was recently brought to the Lying- 
In Hospital with a history of placenta previa. She had been in labor several 
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as she could not speak English, but the husband told us of it later. Examination 
showed a mass presenting in the cervix which was soft, about as long as the 
hand and felt like a projecting placenta. The cervix seemed to be fully dilated, 
the head was above the brim and I did a rapid version and breech extraction. After 
I got the baby out I found that what I had supposed was a fully dilated cervix 
was a rupture which extended out through the lower uterine segment into the ab- 
dominal cavity and the intestine was hanging down into the same. The mass which 
1 thought was a placenta was a fibroid in the lower uterine segment which was 
sticking down into the ruptured cervix. I have no doubt from the history of the 
case and the denial from the doctor in attendance that he had done anything, that 
tills woman had a spontaneous rupture of a fibroid uterus. It is possible and 
probable that some of these cases of spontaneous rupture of the uterus may be due 
to this cause. 


Dr. Ellice McDonald read a paper entitled Processes of Tubal Preg- 
nancy. (For orginal article see page 72.) 

DISCUSSION 

DE. EDWAED A. SCHITMANN. — ^Except in a few instances, I am entirely in 
accord with tliis presentation, but I do hold it to be a little bit confused as to just 
why so much stress was laid upon the first accident of extravasation into the 
tubal wall. If my recollection is correct, I think Veit called attention to this in 
1897. I was so taught as an undergraduate and indeed I can hardly recall any 
careful pathologic study of the subject that has not discussed intramural extravasa- 
tion. It has usually been termed “hemorrhage, with death of ovum.” In Willianis' 
Textbook there is a passage in which Dr. McDonald’s words are almost paraphrased. 
In regard to the scar, I do not believe Dr. McDonald will often find it. If you 
will remember the process of embedding of the ovum in the uterus where you have 
decidua, the ovum after it enters the uterus begins to seek for a blood supply 
and the endometrium is literally eaten away, the great folds of endometrium coh- 
ering up the cavity and there is no scar. Precisely the same thing holds true in 
the tube, the ovum embedded, begins to digest its way into the structures of the 
tube. Dr. McDonald also said this type of so-called tubal abortion was neither 
tubal pregnancy nor abortion. It is tubal pregnancy because it is bounded by the 
serous surface of the tubes and anything witliin the serous surface is tubal. As 
to separation of muscle fibers and final escape of the ovum by fimbrial rupture, 
that is an accident wMch does take place occasionally. It is much simpler for a 
tubal ovum by protoplastic activity or mere pressure to get back into the already 
partially eroded mucosa than to dissect out of all these muscle bundles. I believe, 
however, that in a large number of tubal abortions, the entire ovum surrounded by 
blood clot, may be found in the lumen of the tube and I have two specimens in w u 
the ovum is partly extruded from the tube and in which careful serial sections dcm 
onstrated that the fimbriae were not injured at all. 

DE. BDiVAED P. DAVIS. — Two clinical points: does not the absorption of the 
proteolytic ferment in tubal and rupturing pregnancy predispose to shock? Is not 
that one of the causes of shock out of proportion to hemorrhage? Second, the char 
acter of the pain as the muscular layers of tube rupture, is important clinically- 
I recall a case which went to a fatal termination through shock, where operation 
disclosed a minimum hemorrhage and where two distinct accessions of pain could 
be traced to successive rupture of muscular layers of the tube. I do not think that 
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^ve sliould get the idea that rupure of tuhal pregnancy comes with great sudden- 

nesp, as a tour de force. The gradual pain, wth increasing shock, scorns to mo to 

be the essential clinical picture. 

DE McDonald (dosing).— There is no doubt, as Dr. Davis says, that ectopic 
a s Jen pmU ns . rule. As .eE«as tto sl,.e.e Iron, pr.lc.lyUe 
fement, I do not to the amount of the ferment, but it is probably very small. 
In ectopic pregnancy the degree of shock is sometimes rather diverse from the 
amount of blood lost. The question of hemorrhage between the coats has not been 
described except by Bonney, although hemorrhago into sinuses of the gestation it- 
self has been long recognized, but the fact of intramural extravasation of blood 
between the coats has never been referred to, except by Bonney. Hemorrhago from 
the nourishing blood lake itself has been recognized but not dissecting hemorrhage 
between the coats. At least I am unfamiliar with it. I have never seen the gesta- 
tion begin in the lumen of the tube itself. As described by Dr. Schumann, this 
covering up by the mucosa occurs in the uterus, but never has been described by 
any one as occurring in the tube. I have seen one scar and it is VCTy difficult to 
find even in tube where the ovum has passed. I havo suggested an alteration of the 
nomenclature, not with a view of upsetting any old nomenclature, but with the idea of 
correlating ssunptoms and pathology more exactly. The first accident of tubal 
pregnancy, intramural extravasation of blood between the muscular coats of the tube 
wall, should have some expression in the terminology. The old terms of tubal abor- 
tion and tubal rupture are inexact and misleading as to ‘the pathology. Dimbrial 
rupture, is a better term than tubal abortion, because that implies that rupture 
comes from the mucosal canal. No doubt in many cases it does not. Transperi- 
toneal rupture is what Bonney calls e.xtratubal rupture under the old terminology’, 
tubal rupture which is not truly tubal asi it only bursts through the outer coat of 
the tube. 


NEW YORK ACADEMY OP MEDICINE 
SECTION ON OBSTETEICS AND GYNECOLOGY 
STATED MEETING, FEBBUAEY 1H3. 

Dr. "William B. Caldwell in the Chair 

Dr. Lynn Lyle Fulkerson presented a New Cystoscope for Female 
Bladder and Uretlira. 

Tins instrument is a direct vision cystoscope designed to permit examination of 
the female bladder and urethra by either air or water distention. It consists of four 
tubes of sizes 24, 27, 30, and 33 P any one of which may be adjusted to a universal 
light-carrier. (Fig. 1.) , The tubes are 10 cm. in length and each is furnished with 
an obturator. The light-carrier is provided witli a lock-screw for holding the tube 
in place, with a tube and cut-off for regulating the filling of the bladder and 
urethra with water, with a small opening for air escapement, and with a Eght- 
carrier base which sets into a slit-tube at the end of a nickel cord terminal. (Fig. 
2.) The cord terminal serves as a handle and is provided \yith a switch for control- 
Img the light. Four eyepieces are furnished, one of which is without a lens, being 
left open for use when operating. The other three eyepieces are closed by lenses. 
They are locked on the light-carrier before filling is begun. When the eyepieces 
are partly locked a hole is left open for air escapement; when completely locked 
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it is closed. The lens marked “1” produces a magnification of about tu-ice tlio 
actual size. It has a focal length permitting clear vision for ^/y inch in front of 
the tubes in water. It is used in examination of the urethra by water dilatation 
only. Lens “2” has a focal length of about % inch beyond the proximal end of 
the instrument in air and about two inches in water. It is used in examination of 
the bladder by water dilatation. The magnification is about 1%. Lens “3” is 
plane glass and is advised for routine cystoscopy and urethroscopy by water dilata- 
tion. A. double catheterizing eyepiece is furnished with the instrument if especially 
ordered. It consists of two tubes set in metal with a window above and permits 
the passage of number 5 and number 6 catheters. A similar eyepiece allonlng the 
use of waxed bougies to size 12 F is also manufactured. 

7 5 3 4 1 2 



1. Cystoscopic Tube. 2. Obturator for passing cystoscopic tube. 3. Seven enn 
tube for urethra. 4. Obturator for passing urethroscopic tube. ». Ligbt-carner wiu^ 
lock-screw, light-carrier base, tube and cut-off for filling, also opening for lur e.scapo- 
ment (Pig. 2). O'. Examining eyepiece. 7. Double catheterizing eyepiece. Perromiea 

rubber caps are used to prevent leakage. S. Eyepiece for operating with water aiiam 
tion of the bladder. A large perforated rubber cap is used to prevent leakage arounu 
the bougie (Pig. 3). 9, (Pig. 2) Instrument assembled for use as a direct vision cjsio- 
scope or urethroscope. The cord-handle is attached. 


From this description it is evident that the instrument is in reality an adaptation 
of the Kelly endoscope to permit the diagnosis of urethral and bladder conditions 
or ureteral catheterization, of fulgnration by water dilatation and still leave m 
the hands of the operator as endoscope like the Kelly with which to malce applica- 
tions to the urethra or cany out operative procedures by means of air distention. 
Although the cystoscope may be used satisfactorily in the examination of both 
bladder and urethra, short tubes 7 cm. in length are provided for the operator 
who prefers a closer view and greater ease in diagnosing and treating diseases of 
the female urethra. Tliis shortened instrument is called the urethroscope. The 
open oycpioce or No. 1 or No. 3, is used with the urethroscope. 
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Dr. Walter Taylor Dannreuther read a paper entitled Dextrover- 
sion of the Uterus, with Congenital Absence of Left Fallopian Tube, ' 
Ovary, Broad Ligament, Round Ligament, Kidney and Ureter. (See 
page 51.) 

Dr, Herman Sharlit read a paper entitled Desiccated Ovary; Its Use, 
Preparation, and a Suggestion as to the Method of Standardization. 
(See page 33.) 

DISCUSSION 

PnOl'ESSOR TtALPH H. McKEE: This dchydratiou work started as a war 
problem in order to find a method of dehydrating meat so that it conld be exposed 
to the air for ax months or more and then by restoring tlie water would be like 
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fresh meat. After succeeding in doing this in the laboratory it was done on a 
larger scale. The apparatus used is a slightly modified vacuum shelf drier. The 
essential phases as employed in the dehydration of meat have been applied to the 
preparation of glands. The temperature of the steam employed for heating the 
shelves, at the start is 73” G. and then 60“ G. later on. The material is of course 
cooler, due to evaporation. The time required is about eight hours, but varies a 
little according to the thickness of the glands. The ovarian glands I have brought 
are now blood-red and essentially dry, though for complete dryness they need a little 
longer time. They null become a little darker brown on exposure to air, even then 
if soaked in water they will exude blood. If kept for six months they would still 
show some blood and the characteristics similar to those of the fresh product. The 
dessication must be done quickly and that means a good vacuum as well as the 
correct temperature and there must be no oxidation. 

DB. WALTER T. DANNBEUTHER. — While I am not qualified to discuss the 
various technical methods by which glandular extracts are prepared, there are two 
or three matters having to do with the clinical aspect of organotherapy, referred, to 
by Dr. Sharlit, upon which I should like to comment. Very frequently endocrine 
therapy is condemned for no better reasons than those that the doctor has men- 
tioned. It seems to me, however, that there is little excuse for anyone erroneously 
attributing a pruritis to the menopause in the presence of a diabetes mellitus, just 
because the patient happens to be in her climacteric period, and expecting that it 
will be relieved by the administration of ovarian extract, or any other extract. Per- 
mit me to suggest four reasons for unjust censure of organotherapy. First, suitable 
eases are not always properly selected. Second, a detailed history and careful ob- 
servation of the patient’s general physical characteristics, based upon a knowledge 
of the normal physiological manifestations of the activity of the several ductless 
glands, is essential. I defy any man seeing ten to thirty patients in his ofSce in 
an hour to analyze liis histories correctly and apply organotherapy intelligentlj'. 
Third, many of the organic extracts, including ovarian, have not yet been stand- 
ardized, such as pituitary. Fourth, many who write and talk on disturbances of 
the internal secretions are not sufiiciently careful to discriminate between accepted 
facts and pure theories. 

The importance of recognizing more or less reciprocal activity between all the 
glands of internal secretion should be emphasized. In the case of hot flushes 
and the regression of ovarian function. Dr. Sharlit has selected one of the few 
examples of a symptom which may be properly attributed to the dysfunction of a 
solitary gland. But the ovary is not the only gland responsible for menstruation; 
the thyroid and ovary also promote it. In most instances we find that there is a 
disturbance of more than one gland, and that therapy will fail if one extract alone 
is relied upon. 

I think that the vertigo and nausea, which disappeared when Dr. Sharlit reduced 
the dose of ovarian extract, would have ceased after two or three days had he not 
done so. It has been my experience that these symptoms gradually lessen spon- 
taneously as toleration is established, and it is unnecessary to reduce the dosage be- 
low five grains. 

DB. J. J. McKULTY'.— I think the trouble is that physicians try to be organo- 
therapists while they fail to be biologists. Ho one can be an organotherapist who 
is not primarily a biologist. The interrelation between organotherapy and biology 
is not merely a correlation but a unified phenomenon. No one can appreciate or- 
ganotherapy fully or practice it effectively unless he recognizes this unity, which 
is not an interrelationship but a splendid and extraordinary harmonizing system. 
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^Yo^king with intelligent cooperation. When men spend their time difCcrontiating 
the phenomena of disturbances of a single gland, they arc symptomatic therapeutists, 
and are without biological sense, and they are not even organotherapcutists. Dr. 
John J. Abel pointed out that fact when lie proved that a single compound like 
epinephrin supposed to contain a single principle is not a single principle, and 
showed that the action of such a principle may be cntiTcly, different in two dif- 
ferent cases owing to the difference in the functional activity of the glands in the 
different individuals. It depends upon the receptivity of the subject, for cpine- 
phrin has two radicals, one positive and one negative, one causing vasodilatation 
and the other causing vasoconstriction. This shows that these things to which wo 
are trying to give definitions are compound substances; we cannot make a defi- 
nition, for there is no single definition which fits any one of them. 

DR. SBARLIT (dosing).— I made no effort to make an cndocrinologic study. 
I was interested in finding a therapeutic principle in or arian extracts and hit 
upon a symptom which was most regularly present in disturbances of the ovary. 
This substance relieves this symptom and I think it is one definite therapeutic 
principle. In studying the endoerines we must look upon the interrelationship and 
correlation of all the glands, but I was not concerned with that. The suggestion 
that 1 was trying to study the ovary as a distinct endocrine entity docs me an 
injustice, for I did not attempt any endocrinological study at all. 


Dr. James A. Corscaden read a paper entitled Limitations of Radio- 
thempy in the Management of Fihromyoma of the Uterus. (See 
page 42.) 

DISCUSSION 

DR. LEON T. Le WALD.' — The statement has been made that stimulation 
sometimes occurs with underdosage of x-rays. I should like to know what Dr. 
Corscaden 's experience has been along that line. I believe Dr. James Ewing has 
stated that he has never seen any proof of stimulation of a new growth by means of 
radiation. 

DR. CORSCADEN. — The question of underdosage with x-rays and radium is 
one of the utmost importance. Tliis is the only cause of unfavorable result in the 
patients who have been treated by others and have later come to me. They have been 
given 600 or 700 milligram hours of radium on the theory that they would modify 
menstruation without destroying the function. Some have succeeded in regulating 
menstruation but the patients still have their myomata. They require frequent 
exaimnations and are mentally upset. The principle which we have adopted as 
applicable to women with myomata of the uterus is that smaR doses of radium will 
cause more discomfort and will in the end cause a greater loss of time to the pa- 
tient than if she submits to an abdominal operation. The dosage should be large 
enough to produce permanent amenorrhea. 


^ Ba^ey, and Halsey J. Bagq read a paper entitled 

The Effect of Radiation on Fetal Development. (See pa<re 461 May 
issue.) 

DISCUSSION 

DR. HALSEY J BAGG.-I have been interested in this subject, mainly from the 
hiological point of view. Many physical and chemical agents may bring about 
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moTpliological changes in offspring treated during their early development. Ba- 
diation, heat, cold and chemicals may all bring about arrested development. It 
would seem that a certain part of the body may be slowed up in its development 
by a critical period, and that particular part never has the opportunity to catch 
up with the rest of the organism. Abnormal structure results from such arrested 
development. 

I should like to refer to some biological work of Professor Guyer which may 
be of interest. He took rabbits’ lenses, made an emulsion and injected it into 
a fowl, and then the serum from tlie fowl’s blood was injected into pregnant 
rabbits and the young of these rabbits showed eye defects. There are apparently 
data to show that the abnormalities are inherited. I do not want you to think 
that the biologists are going back to the idea that acquired characteristics are 
inherited; I should rather have you take Dr. Oorscaden’s illustration of the 
four electrons, where one electron was eliminated from the system, for I tlunk 
something analogous to that may happen to the germ plasm after exposure to ir- 
radiation. 

DR. DAVID TOVEY. — I should like to ask Dr. Bailey whether he means that a 
pregnant woman should not be x-rayed to see whether the pelvis is normal. If 
an ovary were removed before the fourth month of pregnancy abortion will re- 
sult, but if the ovary is removed later it does not occur. Will it injure the 
fetus to make roentgenograms of the pelvis to define the different positions of 
the fetus? 

DR. L. T. Le WALD. — I should lilce to help answer that question. In some- 
thing like 200,000 x-ray exposures for diagnostic purposes there has been a cer- 
tain percentage of pregnant women in various periods of gestation in whom the 
examination was made for some complicating condition as a pyelitis, stone in 
the kidney, chronic appendicitis, or to ascertain whether a nausea was due to an 
associated gastric or duodenal ulcer, or to differentiate between an ovarian cyst 
and pregnancy. Most of these examinations were made after the fourth month. 
In all these cases that I have followed to term and afterward there has been 
no injury to the child from a properly conducted diagnostic procedure. I have 
no hesitation in saying that it is perfectly safe to make such an examination 
provided some rational amount of dosage is kept in mind. 

DB. ISAAC LEVIN . — I shall not discuss the paper from the standpoint of 
gynecology but of the general aspects of radiology and radiotherapeutics. A 
great deal has been written recently on the subject of roentgenography of the 
pregnant uterus in order to ascertain the diameter of the pelvis. I consider it 
a rather hazardous undertaking. 

The lymphoid tissue, the leucocytes of the blood and the thymus are extremely 
radiosensitive and very easily injured by comparatively small quantity of radia- 
tions. The deleterious effects of irradiation of these organs and tissues may ap- 
pear only several years later and bring about an arrest in the development of 
the organism of the cliild who was irradiated in its fetal life. 

Irradiation of a young or pregnant woman should be done with a great deal of 
care and only when a serious need for it exists. While it is true that roentgenology 
is of enormous help in diagnosis and in therapy, it must not be forgotten that 
the x-rays represent a powerful agent which may influence the whole organism. 

DE. CALDWELL. — To determine whether such use of the x-rays is harmful 
there will have to be a long follow-up, well-conducted, of a large number of 
cases in which the x-rays have been used in these small doses, before it can bo 
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proved that the diagnostic use of x-rays is dangerous. I do not imagine that 
Dr. Bailey and Dr. Bagg intended to bar the diagnostic use of x-rays and radia- 
tion. 

DB. BAILEY, (closing).— 'SYe rather felt that the discussion would be along 
the lines of x-ray and radium treatment of fibroids and menorrhagia in women 
of the childbearing ago. lYe believe that our warning is justified in looking 
over this material. We feel that these women, if radiated at all, should bo 
radiated to complete sterility. 

As regards gathering a largo number of eases, of course that cannot be done 
in an ordinary length of time. We are now reporting the results in 3,000 cases 
from the literature treated for menorrhagia and fibroids, with something like 
35 or 40 cases of pregnancy. If it has talrcn all this time to gather this small 
number, and some 50 per -cent of these children have failed to live beyond the 
early period of infancy, it is futile to attempt to irradiate ■until the idea of having 
conception follow at some future time. 

In regard to making x-ray examinations to find the measurements of the pelvis, 
we have quoted Horner’s paper. Ho states that he has given x-rays to a total 
of 3000 milliampere seconds, and we tliink that such an amount is unjustifiable. 
If x-ray examination is necessary it should not be made in the early part of 
pregnancy. As to the thymus, wc agree with Dr. Levin. W'e all know of infants 
showing pressure symptoms from an enlarged thymus that are relieved after x-ray 
treatment. We know also that this is true in regard to lymphoma and other like 
conditions. If x-rays are used in order to measure the pelvis tlie results may 
not be evident at the time of the birth of the child but they may manifest them- 
selves later. Dr. Lo Wald says he does not hesitate to make an x-ray examination 
on a pregnant woman, but Dr. Hirsch, at Bellevue, refuses to make such an ex- 
amination, except in occasional instances. I have tried to persuade him to make 
ai second examination in a woman who had had a cesarean section and ho re- 
fused, so there are certain radiologists who feel there is harm in it, and with 
them we are in agreement. 
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Views of Primitive Peoples Concerning the Care of Cord and Placenta 

By Jonathan Wright, M.D., PleasantvilijB, N. Y. 

T he interest of the obstetricians in the primitive treatment of the 
umbilical cord at birth is not to be thought of as negligible, but it is 
secondary to the extraordinary ethnological interest which attaches to 
the vast mass of magical belief and practice revealed by the investi- 
gations of observers of modern primitive man in every corner of the 
world. 

The treatment of the navel-string does not essentially differ at child- 
birth among primitive women from our own practice. In the Andaman 
Islands®'* the umbilical cord was severed by means ot a Cyrena shell 
though now a steel blade is often used. Among the Sinaugolo “one of 
the mother’s friends cuts the cord, which is neither tied nor twisted, 
with a bamboo knife at the length of the child’s thigh from the ab- 
domen. ”'*'* The Shuswap®*- Indians of British North America cut the 
navel string with an ordinary sharp knife. In former days midwives 
used their arrow stone kuBrns for this purpose. The navel-string was 
tied with a soft thread of Indian-hemp bark. By the Central Esqui- 
maux “the afterbirth is placed deep in a crack between rocks, where 
the dogs cannot touch it. The navel-string is tied with plaited wing- 
sinews of a sea-gull, and the down of grass-seeds is put underneath. 
Then the naA’^el-string is put over the nail of the thumb and cut with 
a sharp edged stone. Generally it falls off after five days.’’®^ In 
South Africa, “the umbilical cord it tied near the navel and cut about 
three inches from it.”®® In North East Asia the Chuckchee mother 
“ties up the navel with a string of sinew into Avhich a few of her own 
hairs have been plaited. This string, of course, has been prepared 
beforehand and kept ready. She cuts the navel with a sharp stone 
which will seiwe her for that purpose during her whole life. The 
stone is simply taken from one of the skin-scrapers, and ever after 
that is kept in the clothes bag of the woman. The navel is left un- 
wrapped, but is kept rubbed all the time with dry powdered^ coal, 
till at last it falls off.”®^ In Northern India, the umbilical cord is cut 
by a blunt instrument such as a sickle which Crooke®® thinks is re- 
sponsible for the prevalence of infantile lockjaw among the infants. 
The jawbone and the umbilical cord of a previous King of the 
Baganda®® in Africa play prominent parts in many of the royal cere- 
monies and the umbilical cord plays also an important role at the 
ceremony of christening or rather the naming of the child itself. In 
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Australia ‘Svlien a man has a child horn to him lie Preserves its 
umbilical cord by tying it np in the middle of a 
This is called a ‘kalduke,’ and is used in establishing some soit 
ol ! SlationsHp or taboo oritb tbe obM.'en ot tUo man to whom rt 
is given, in another tribe, ivhich accomplishes something in the \\ay 
of conferring superiority in the face of collusion between those hostile 
to the participants in the ceremony and tlie taboo. The ancient Peru- 
vians,®® when they cut the navel-string, at the birth of the child, left 
it as long as a finger, and when it fell off they preserved it natli the 
greatest care and gave it to the child to suck when it felt ill. 

It must be borne in mind that primitive man has always held tena- 
ciously to the view that the possession by one individual of anything, 
belonging to or having belonged to another man, gives the one in 
possession an opportunity to exercise certain infliieiiees, for good or 
evil as he chooses, over the original owner. It may be his hunting 
knife or his bow, but vastly more important are his_ shorn hair and 
his nail parings. Rightlj’’ manipulated, these place in the hands of 
the wise, the wizard, the medicine man, all but absolute power over 
his life and death. The possession by another of anything so vitally 
important as the secundines cannot be contemplated for a moment 
with equanimity by any primitive mother and the question for the 
child, whom they enveloped and ministered to in utero, remains 
often in remote years a matter of extreme concern. 

From the multitude of ceremonies and observances which are re- 
ported as to the placenta, it is apparent, and indeed we should nat- 
urally expect, that the function of the afterbirth is unknown, at 
least in anj^ fixed and definite way, to primitive man. Therefore 
it is not remarkable that numerous theories should have sprung up 
among primitive men as to its significance. The enormous number 
and diversity of the ideas on the .subject, the conclusions drawn 
from the_ phenomenon, as noted by Frazer®® are compliments to the 
mental vigor of the human race. To make quotation at random, at 
the risk of repetition: After referring to the hair and nails we often 
hear of in the practices of negro witchcraft and deciduous teeth at 
great length he says; “Other parts which are commonly believed to 
remain in sympathetic union with the body, after the physical con- 
nection has been severed, are the navel-string and the afterbirth, 
including the placenta. So intimate indeed is the union considered 
to be, that the fortunes of the individual throughout life are often 
supposed to be bound up with one or other of these portions of his 
person, so that if his navel-string or afterbirth is preserved and 
properly treated he will be prosperous; whereas if it be injured or 

lost he will suffer accordingly.” “In Pasir, a district 

of eastern Borneo, the afterbirth is carefully treated and kept in 
an earthen Pot or basket in the house until the remains of the navel- 
string have fallen off. All the time it is in the house candles are 
burned and a little food is placed beside the pot. When the navel- 
.trmg has fallen oft, it is placed eeith the plaeontak the pot and 
the two are buried in the ground near the house. The reason the 
people take this care of the afterbirth is that they believe it able 
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that the child would he of a wandering disposition. The Khasis of 
Assam keep the placenta in a pot in the house until the child has 
been formally named. When that ceremony is over, the father waves 
the pot containing the placenta thrice over the child’s head, and then 
hangs it to a tree outside of the village. In some iMalayo-Siamese 
families of the Patani States it is customary to bury the afterbirth 
under a banana-tree, the condition of which is thenceforth regarded 
as ominous of the child’s fate for good or ill. A Chinese medical work 
prescribes that ‘the placenta should he stored away in a felicitous 
spot under the salutarjr influences of the sky or the nioon, deep in 
the ground, and with earth piled up over it earefullj^, in order that 
the child may be ensured a long life. If it is devoured by a swine 
or dog, the child loses its intellect; if insects or ants eat it, the child 
becomes scrofulous; if crows or magpies swallow it, the child will 
have an abrupt or violent death; if it is cast into the fire, the child 
incurs running sores.’ The Japanese preserve the navel-string most 
carefullj’’ and bury it with the dead in the grave. Among the Gallas 
of East Africa the navel-string is carefully kept, sewn up in leather, 
and serves as an amulet for female camels, which then become the 
child’s property, together with all the young they give birth to. The 
Baganda believe that every person is born witb a double, and this 
double they identify with the afterbirth, which they regard as a 
second child. Further, they think that the after-birth has a ghost, 
and that the ghost is in that portion of the navel-string which remains 
attached to the child after birth. This ghost must be preserved it 
the child is to be healthy. Hence when the naA^el-string drops oif, it 
is rubbed with butter, swathed in bark-cloth, and kept through lite 
under the name of ‘the twin’ (mulongo). The afterbirth is wrapt 
lip in plantain leaves and buried by the child’s mother at the root 
of a plantain tree, where it is protected against vdld beasts. It 
child be a boy, the tree chosen is of the kind whose fruit is made into 
beer; if the child be a girl, the tree is of the kind whose fruit is eaten. 
The plantain tree at whose root the afterbirth is buried becomes sacred 
until the fruit has ripened and been used. Only the father’s mother 
may come near it and dig about it; all other people are kept from it 
by a rope of plantain fibre which is tied from tree to tree in a circle 

round about the sacred plantain.” “Such are the customs 

observed with regard to the afterbirth and navel string of Baganda 
commoners. The king’s navel-string or ‘twin,’ m'apped in bark clothes 
and decorated with beads is treated like a person and confided to the 
care of the Kimbugwe, the second officer of the country, who has a 
special house built for it ivithin his enclosure. Every month when 
the new moon first apears in the sky the ICimbugwe carries the bundle 
containing the ‘twin’ in procession, with fife and drum playing,^ to 
the king, ivhile the royal drum is beating in the royal enclosure.’ 

The supernatural aspect of the placenta finds expression in manj 
beliefs widespread throughout the primitive races of mankind and by 
no means extinct among civilized men. He who is born with a caul 
is supposed to have certain chances in the game of life, not possessed 
by others. This is a belief at which we smile, perhaps, but whose 
very persistence significant of a past when the smile did not betray 
itself. “Thus in many parts of the world the navel-string, or more 
commonly the afterbirth, is regarded as a living being, the brother 
or sister of the infant, or as the material object in which the guardian 
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enirit of tlie cliild or part of its soul resides. This latter belief ue 
hLe found among the aborigines of Queensland, the 
and the Norsemen of Iceland. In accordance with such beliefs it has 
been customary to preserve these parts of the body, at least for a time, 
with the utmost care, lest the character, the fate, or even the life o 
the person to whom they belong should be endangered by their mDUiy 
or loss Further, the sympathetic connection supposed to exist be- 
tween a person and his afterbirth or navel-string comes out very 
clearly in the widespread custom of treating the afterbirth or nave - 
string in ways which are supposed to influence for life the character 
and career of the person, making him, if it is a man, a swift runner, 
a nimble climber, a strong swimmer, a skilful hunter, or a brave 
soldier, and making her, if it is a ivoman, an expert fisher, a cunning 
sempstress, a good cook or baker, and so forth. Thus the beliefs and 
usages concerned with the afterbirth or placenta, and to a less extent 
with the navel-string, present a remarkable parallel to the widespread 
doctrine of the transferable or external soul and the customs founded 
on it. Hence it is hardly rash to conjecture that the resemblance is 
no mere chance eoineidenee, but that in the afterbirth or placenta 
we have a physical basis (not necessarily the only one) for the theory 
and practice of the external soul.” 

Major Gurdon^'’® comments on some of this as follows. “Dr. 
Fi-azer when dealing with the subject of sympathetic magic, refers 
to the navel-string and the placenta as parts which are commonly 
believed amongst certain people to remain in sympathetic union with 
the body after the physical connection has been severed, and it is 
interesting to note that in the Babar Archipelago, between New Guinea 
and Celebes, the placenta is mixed with ashes and put in a small 
basket, which seven women, each of them armed with a sword, hang 
up on a tree of a peculiar kind (citrus hystrix). The women carry 
the swords for the purpose of frightening the evil spirits, otherwise 
the latter might get hold of the placenta and make the child sick. 
Mr. C. M. .Pleyte, Lecturer on Indonesian Ethnology, at the Gym- 
nasium William III at Batavia, Avho has most courteously furnished 
me with some interesting infoi’mation on this subject, states that it 
is especially in the Southern Moluccas that the placenta is mixed with 
ashes and hung in a tree. Wider spread is the custom of placing the 
afterbirth on a small bamboo raft in a river ‘in order that it may 
be caught by crocodiles, incarnations of the ancestors, who will guard 
it till the person to whom it has belonged dies. Then the soul of the 
placenta is once more united with that of the dead man, and together 
they go to the realms of the dead. During lifetime the connection 
between men and their placentas is never withdrawn.’ The Khasis 
although they cannot explain the meaning of the presence of the pla- 
penta at the naming ceremony, and the care with which they remove 
It and hang It up m a tree, are probably really actuated by the same senti- 
ments as the inlmbitants of the Southern Moluccas, i.e., they believe 

puts it, a sympathetie union ivith the body 
after the physical connection with the child has been severed There 
IS no fixed period of song, or taboo, after a birth, but the parentfof 
the_ child aie prohibited by custom from crossing a stream or washino- 
their clothes until the navel-string falls off for frav +i i 

should he attacked by the demons o£ the hiS arf tte ylt ” 
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THE UTERUS^ 

By 'William P. Graves, M.D., Boston, Mass. 

I N APPROACHING the complicated problems of reconstructive sur- 
gery in. gynecology it is desirable to reduce them if possible to the 
simplest terms. Thus if one were to ask what are the primary re- 
quirements to be met, the answer would be somewhat as follows. 
First, there are certain well-defined symptoms for which the patient 
seeks relief, and which she expects the surgeon to cure. Secondly, 
there exist as causes for these symptoms certain anatomic abnormali- 
ties which the surgeon must study in their specific relationship to the 
symptomatology. Thirdly, certain mechanical means must be devised 
by which not only will the tissue defects be anatomically repaired, but 
the patient's symptoms at the same time be thereby relieved. 

We shall discuss the subject according to these three headings 
with special reference to the technical problems involved in the last. 


SYMPTOMATOLOGY 


A typical case requiring reconstructive surgery presents a complex 
of symptoms of which the more familiar are backache, pains in the 
loins, pelvic pains on one or both sides, digestive disturbances, nerv- 
ous symptoms of all kinds, consciousness of the extrusion of parts 
through the introitus, functional incontinence of urine, leucorrheal 
discharge, etc., etc., and finally pelvic pressure with a resulting sense 
of wea kness and general incapacity. Some patients present all these 


*Read at a meeting of the New York Obstetrical Society. February, 13. 1923. 
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symptoms and many more besides. Some complain perhaps of only 
one or two, and in rare instances even of marked relaxation, subjec- 
tive symptoms may be absent. In the vast majority of eases, however, 
the last named symptom of pelvic pressure with general unfitness is 
present and is usually paramount. So important is this one factor in 
the symptomatology of prolapse that we shall dignify it by naming 
it the cardinal symptom. 

ANATOMIC ABNORMALITIES 

As in the symptomatology, there is found in the typical reconstruc- 
tive case an extraordinary complexity of corresponding tissue defects, 
of which may be enumerated the customary laceration of the cervix, 
cystocele, rectocele, diastasis of the abdominal rectus muscles, diasta- 
sis of the levator ani muscles, stretching and inadequacy of the round, 
broad, cardinal and uterosacral ligaments, laxness of the pelvic fas- 
cia, varicosities of the pampiniform plexus of veins, uterine malposi- 
tions of all kinds, cavernous posterior culdesae, etc., etc., and finally 
a descent of the uterus from its normal plane in the pelvis. Here 
again we have reserved until the last that one condition which we 
regard as of paramount importance in relation to the constitutional 
symptoms of the patient. By descent of the uterus we mean an actual 
sagging of the pivotal point of the uterus at the internal os, and it is 
to this sagging that we ascribe the symptom of pelvic pressure which 
we have designated as the cardinal symptom. To the condition of 
uterine descensus therefore we shall apply the term cardinal lesion. 

Doubtless this sounds very academic, possibly axiomatic, neverthe- 
less it establishes a simple working basis on which may be elaborated 
a systematic surgical treatment of prolapse. Thus we maj’ state that 
the first law in treating a typical case of prolapse is to repair the car- 
dinal lesion in order to cure the cardinal symptom. Subsidiary lesions 
with their associated symptoms are dealt with as incidentals in com- 
pleting the operation, a subject which Avill be discussed later on. 

MECHANICAL JIEASURES FOB TREATMENT 

e come now to the third heading of our paper, namely, an inquiry 
into the mechanical means of repairing the chief anatomical defects 
and in discussing this part of the subject, I am conscious that I am 
treading on disputed ground. I wish, however, to have it understood 
that in dealing with this subject, I am not actuated by a controver- 
sial spirit. For I well recognize that in the performance of reconstruc- 
tive surgery excellent results may be attained by more than one 
method. 'Wliatever criticisms I shall make are the outcome of per- 
sonal experience, and are made with the realization that certain meth- 
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ods that have failed in my own hands have been followed by success 
in those of others. 

If we are right in our primary conclusion, it is evident that our 
chief duty in repairing a given case of genital prolapse is to re.store 
the pivotal point of the uterus to its normal level. As ^ this is, at 
least in our own opinion, the keynote to the situation, it entails a 
critical review of the various operations in common use, judged from 
this particular standpoint. 

We shall first consider those operations in the use of which descen- 
sus of the uterus is recognized as the cardinal lesion, and in this list 
would be included all operations which depend for their success on 
some form of ligamentary support. Operations of this kind may be 
divided into two important classes, first, those which aim to restore 
the uterus as nearly as possible to its natural position and environ- 
ment, and secondly, those which seek to gain a new support by some 
form of artificial ligamentation. 

I shall select for discussion certain representative procedures with 
which I have had personal experience. 

Of all the operations which aim to restore the uterus to its natu- 
ral conditions the Alexander most nearly fulfills the requirements. 
My personal experience with this operation dates back to a time many 
years ago when I was accustomed to perform it, and especially to the 
preparation of a paper on Retroversion, published in 1907, in whieh 
I studied the re.sults of a series of 500 cases of retroversion and pro- 
lapse operated on by various methods then in vogue. In the investi- 
gation of the end results I found in the Alexander operation a high 
percentage of recurrences and on theoretical grounds this 'would be 
expected. The round ligaments are at best a variable quantity, often 
being so tenuous as to form little more than a fold in the peritoneum. 
They must therefore be unreliable as suspensory ligaments in cases 
where great tensile strength is required. Moreover as a mechanical 
principle the oblique, almost right-angle, pull whieh the shortened 
ligaments of an Alexander exert on the fundus of the uterus cannot 
be regarded as adequate in cases that demand su.spensory power. After 
observing the results of the Alexander operation it Avas given up at 
the Free Hospital. I should say in justice that all these early opera- 
tions were done by the original method. More modern technic has 
greatly improved the results as I can testify from the occasional ob- 
servance of Dr. Studdiford’s excellent work. I am conAuneed hoAv- 

ever that in marked prolapse eases the Alexander principle is unre- 
liable. 

Next to the Alexander operation, from the point of natural restora- 
tion, stands that class of operations in Avhich the round ligaments are 
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reduplicated intraabdominally, of wliicli the Coffey operation is the 
best example. In the investigation noted above I was enabled to 
observe the results of simple intraabdominal shortening, done mostly 
by the Wylie method. Recurrences were extremely common, amount- 
ing to over 30 per cent. This type of operation, rarely done at the 
present day, may be dismissed without further comment. Coffey’s 
operation has the advantage over simple round ligament reduplication 
in that it also makes use of the broad ligaments. Theoretically the 
operation possesses the same mechanical defects as the Alexander, 
since the suspensory support is obliquely applied. Moreover it is 
upon the weaker ends of the ligaments, that the burden of support 
ultimatelj' depends. Our experience with the Coffej’' operation was 
short and unsatisfactory. Partial, though never complete recurrence 
of the malposition was almost the rule, together with return of symp- 
toms. Here again it must be said in justice that the operation in the 
hands of some seems to be a success, notably in the clinic of Dr. John 
Gr. Clark, and that we are open to the criticism that our failures may 
have been due to faulty technic. Granting this, I am still of the 
opinion that the Coffey principle is inefficient as a measure for uter- 
ine support, and that excellent as it is in some respects it has only a 
limited field of usefulness. 

A third procedure which purports to restore the uterus to a normal 
condition is the so-called Baldy-Webster operation of posterior redu- 
plication of the round ligaments drawn through rifts in the broad 
ligaments. I have had an opportunity to draw conclusions as to the 
efficacy of this operation, both from a number of my own cases and 
from those operated upon by other membei’S of the Free Hospital staff. 
Anatomic and symptomatic results were extremely unsatisfactory. 
Theoretically the operation possesses the defects of both the Alexan- 
der and Coffer procedures, and in addition presents the serious disad- 
vantage of causing post-operative adhesions that are apt to implicate 
the ovai'ies. I have had occasion not infrequently to open the abdo- 
men after this operation, and have found not only a sagging .back- 
ward of the uterus into the position of retrocession, but also in each 
case lateral adhesions evidently the result of traumatizing the leaves 
of the broad ligament. 

In reporting our failure in the use of the Baldy-Webster operation, 

T make no apologies on the ground of possible faulty technic, but 
frankly state ray firm conviction that the operation is based on unsound 
surgical principles. 

Passing on to other types of operations for the relief of retrodis- 
placement and prolapse, we need only mention the old-fasliioned ven- 
tral fixation and suspension operations which consisted of attaching 
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the uterine fnndns to the anterior abdominal wall. These operations 
though often successful were also surgically ill-advised and gave so 
much trouble from dystocias, intestinal obstructions, post-operative 
adhesions, and recurrences, etc., that they were universally abandoned. 
The evil reputation which this type of operation attained led to the 
general condemnation of the hysteropexy principle, which still exists 
to some extent. 

We come now to that class of operation which involves a suspen- 
sory shortening of the round ligaments, sometimes designated as the 
internal Alexander type. From the numerous operations of this form 
that have been devised I shall choose for discussion only those with 
which I have had a personal experience, namely, the Gilliam, Kelly’s 
modification of the Gilliam, Mayo’s internal Alexander, and Simp- 
son’s modification of Mayo’s operation. 

The Gilliam operation was very successful in our hands not only 
in regard to nonreeurrence of malposition, but also to its suspensory 
power. The direct pull of the ligaments, in cases requiring elevation 
of the uterus, has a great mechanical advantage over the long oblique 
tension characteristic of the Alexander, Coffey, and Baldy -Webster 
operations. Moreover it could readily be demonstrated in cases which 
underwent later abdominal sections that the real sit-pporting poioer in 
a Gilliam operation is attained hy adhesions betu’^een the abdominal wall 
and the short leg of the ligamentary loop — adhesions Avhich were pro- 
duced by the necessary traumatization of the abdominal wall. Hence 
it is sometimes difficult to state at a later section whether the suspen- 
sion was done by the Gilliam or the Olshausen method. This is a 
point to which we shall refer later. The objections that we found to 
the operation were first that it traumatizes too greatly the abdominal 
wall, especially as regards the rifts made in the fascia through which 
the ligamentary loops are drawn and through which herniae may de- 
velop. Secondly the slack required for the loop shortens the outer 
legs of the ligament and thus diminishes the size of the lateral open- 
ings between the ligaments and the abdominal wall, thus increasing 
somewhat the danger of intestinal obstruction. Thirdly, the uterus 
IS apt to be drawn too closely to the abdominal wall, a condition which 
is considerably enhanced b5’' the too extensive adhesions resulting from 
the trauma to the peritoneum. This increases the danger of a loop of 
intestine being caught in the central opening, between the fundus of 
the uterus and the abdominal wall. In fact it was through this par- 
ticular opening that most of the intestinal obstructions reported in the 
literature took place. 


of 


The GiUiam operation was given up at the Free Hospital in favor 
the Kelly modification, which consisted in drawing the ligaments 
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tliroiigli tlie peritoneum and muscle bellies and Joining the two loops 
in the midline beneath the fascia. This procedure had the advantage 
over the Gilliam in that it could be performed more rapidly and that 
it avoided the undesirable openings in the fascia. On the other hand 
a greater loop of the round ligaments was required thus diminishing 
still more the lateral openings, and also limiting the mobility of the 
uterus. Many operations of the Kelly type were performed Avith re- 
sults that Avere for the most part satisfactory. The operation Avas 
finally abandoned hoAvever in favor of the so-called Mayo’s internal 
Alexander, by which the round ligaments are draAvn through peri- 
toneal puncture-openings at the internal inguinal rings, the loops being 
then drawn together over the muscles, beneath the fascia and sutured 
in the middle line. A great many of these operations Avere performed 
at the Free Hospital, and it is still frequently employed by one of 
the members of the staff. One of the chief objections to the operation 
is that it is necessarily limited to its scope, that is to say there is but 
one position and one level for the uterus to assume after the ligaments 
have been united, nor can this position be exactly foretold on account 
of the frequent variation in the anatomical attachments of the round 
ligament to the uterus. This limitation of adaptibility is Ave shall 
see a matter of much importance. 

In my personal practice, I Avas led to relinquish the operation after 
encountering several cases requiring a later abdominal section, in 
Avhich the uterus Avas found plastered as it Avere to the anterolateral 
abdominal Avail on one or both sides. In one case the uterus and 
adnexa Avere so completely adherent to the abdominal Avail that they 
formed an uninterrupted diaphragm across the pelvis. Moreover, it 
Avas in a ease operated on by the Mayo method that there occurred 
the only case of intestinal obsti'uetion that has ever come to our 
personal notice following suspension operation. 

During the period in which we Avere employing the Mayo internal 
Alexander it Avas frequently Amried Avith Simpson’s modification, in 
Avhieh the round ligaments are draAvn back into the internal ring 
through their own sheaths. The operation Avas designed Avith the 
purpose of avoiding the possibility that exists in the Mayo procedure, 
of leaving a small lateral opening through AA^hicli a loop of intestine 
might prolapse. Aside from this advantage the operation is more 
difficult and takes longer to perform, and exhibits the same defects 
that we haA'e described in relation to the Ma5’0 operation. 

There remains noAV to mention a type of operation for prolapse 
which seeks to restore the organs by support from ieJoio rather than 
by suspension from above, and as examples of this type I shall men- 
tion those operations and their modifications Avhich are more particu- 



QKAVES : 


THE OLSHAHSEN OPESA-TION 


143 ' 


larly associated mtli the names of Watkins, Croffe, Mayo, Ward and 

Like Agag of old I approach this subject delicately. It is neces- 
sary for me at once to make the admission that not since my ear y 
Avork in Avhieh I discoAmred the futility of curing a general prolapse 
by ordinary plastic methods have I attempted to cure such a case 
solely by an operation from beloAV, even in the face of recommenda- 
tions from such eminent surgeons as those AAdiom I have mentioned 
above. And this course I have pursued as the result of a conAuction, 
acquired manj' years ago and strengthened by experience that the 
cardinal lesion of prolapse is the descent of the pivotal point of the 
uterus and that its cure symptomatically as Avell as anatomically 
demands an elevation of this point to a plane in the pelvis as high as 
it is possible to place it. It is difficult for me to conceive that this 
object can be attained as Avell by a supporting operation performed 
through the vagina as by a suspensory operation executed abdominally. 

HaA'ing thus rcAueAved the adAmntages and disadAmntages of Amrious 
methods employed in the reconstruction of a prolapsed uterus we are 
read}’- to formulate a list of requirements AAdiich one Avould demand 
of an ideal operation could such be found. Primarily the procedure 
must repair the cardinal lesion, i.e., descensus of the pivotal point, 
bj’’ securing a permanent elevation of that point. Inasmuch as in 
cases of prolapse there is great Amriation in the amount of descensus 
and in the length of the uterine body, the ideal operation should pro- 
Aude that the uterus be secured in a corresponding Amriety of posi- 
tions, and not be limited to a single one as in most of the operations 
described above. The proposed operation should be devoid of the 
danger of intestinal obstruction, dystocia, or discomforting postoper- 
ative adhesions. It should insure the permanency of the restored 
uterine position cA’^en in the CA'^ent of later pregnancies. It should be 
capable of easy and rapid performance and should as little as possible 
traumatize, mutilate or distort the tissues involved. And finally and 
most important of all, it should be the means of restoring the patient 
to a sense of fitness and physical Avell-being. 

Of course no such perfect operation . has ever been dcAused, and 
probably never Avill he, but in our experience the Olshausen suspen- 
sion operation more nearly meets the ideal requirements than any 
other Avith which Ave are familiar. 

Before discussing the merits of this operation it is first necessary 
to describe its technic for the benefit of those Avho may not be fa- 
miliar Avith it. 


The round ligaments are first grasped by half length clamps at points usually 
^out half an inch from the attachment of the ligament to the hom of the uterus 
Tlie clamps are locked somewhat tightly in order deliberately to traumatize the 
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peritoneal covering at those points. The uterus being brought up to the ab- 
dominal wound by traction on the damps, beginning on the right a suture of No. 
7 braided silk, doubled, is passed beneath the round ligament at the point grasped 
by the half length clamp. It is then passed into the abdominal wall at a chosen 
level, about one and a half inches from the edge of the wound, through the peri- 
toneum, rectus muscle, and fascia. At a point about half an inch from its exit 
in the fascia the suture is then carried back into the peritoneal cavity through the 
same layers, in reverse order. "Wlrile the assistant approximates the ligament to the 
abdominal wmll by traction on the clamp, the operator draws the suture snug, re- 
moves the clamp on the ligament and clamps the suture ends without tying the 
knot. The same procedure is then carried out on the left side, and both knots tied 
inside the peritoneal cavity, that on the right being tied last. The tying of the 
knots is very important as they should be drawn as tightly as possible. The op- 
eration is extremely simple requiring only one or two minutes in its execution. 

Tlie rationale of the Olshausen operation is to create on each side a 
short powerful artificial ligamentous attachment of the round liga- 
ment close to, but never including, the uterine muscle itself. In this 
way the uterus is suspended from the abdominal wall directly in- 
stead of obliquely as in many other operations, but still retaining a 
competent mobilitsL The creation of an efficient artificial ligament 
is attained by the use of the special silk ligature, which though at 
first sight unsurgieal in principle, is nevertheless necessary for the 
success of the operation. The fundamental idea is to take advantage 
of the adhering qualities of the peritoneum, and this is brought 
about by a traumatization of the contiguous peritoneal areas included 
in the knot. This injurj’- to the peritoneum is first produced by the 
clamp which grasps the round ligament, and if need be augmented 
by scarifying the surfaces which are to be in contact. The really 
effective trauma which gives impulse to a proper adhesion reaction 
is gained by drawing the knot very tightly, thus causing a superficial 
necrosis between the two peritoneal surfaces. The large size of the 
silk, No. 7, braided, permits of a tight knot without breaking the 
suture, while its being doubled prevents cutting through the tissues 
included in the ligature. Doubtless also the irritating presence of 
the silk enhances the fibroblastic power of the subperitoneal tissue. 
The large silk ligatures are therefore employed for the purpose of 
securing a proper adhesion, rather than for any specific supporting 
strength. After the formation of the adhesion they work their way 
outward, and in a comparatively short time may be found imbedded 
in the muscle fibers just beneath the fascia. 

We are now ready to enumerate the specific advantages which the 
Olshausen operation offers: 

In the first place it permanently overcomes the cardinal lesion of 
descensus, and does so on sound mechanical principles. Moreover by 
creating purely artificial ligaments the restoration of the uterus is 
attained entirely independently of the natural ligaments. The at- 
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tempt to redintegrate ligaments wbicli have already proved them- 
selves treaeherons is to my mind illogical. In this operation a better 
result may be achieved by the simple passing of two sutures than can 
be accomplished by the most laborious individual reconstruction of 
all the ligamentary supports of the uterus. In addition the opera- 
tion offers the ividest latitude in repairing varying degrees of descen- 
sus or length of uterine body. Thus the greater the amount of 
descensus the higher maj'’ the attachment be made on the anterior 
abdominal Avail, eA’'en to a point half ivay to the umbilicus. If the 
descensus is so great that the uterus can be draivn completely outside 
the abdominal ivound the fundus may be amputated, the round and 
broad ligaments attached to the cervical stump, and the Olshausen 
operation peiformed in the usual ivay. We are accustomed to employ 
this method in the more pronounced cases of procidentia. If per- 
chance the utei’ine segment is too short as may happen in fat women 
Avith atrophied genitals, or if extra mobility is desired as in young 
Avomen with simple retroA'’ersion, the ligaments may be attached at 
greater distances from the uterus. Thus no matter what condition 
presents, the desired position of the uterus may be gauged with the 
greatest accuracy. 

Of much importance in all suspension operations is the question of 
future pregnancies. Dr. Richard Wadsworth of the Free Hospital 
staff who has delivered many of his OAvn cases in AAdiich he had per- 
formed previous Olshausen operations states that he has never had 
any difficulty in the deliveries Avhich could be attributed to the oper- 
ation. He adds that during the latter feAv Aveeks of pregnancy there 
is apt to be some drag on the ligamentary attachments to the ab- 
dominal Avail. Dr. HoAvard T. SAvain who has attended many of my 
own eases in childbirth alloAvs me to quote him as folloAvs. ‘‘In my 
experience the Olshausen operation surpasses all others of its kind 
in surviving pregnancy and childbirth. In delivering patients on 
Avhom the operation has been performed I haAm had absolutely no 
trouble from dystocia.” 


A number of cases haA^e submitted to cesarean section, in which 
extensive combined plastic operations have been performed, but this 
mode of delivery was chosen in order to avoid damage to the plastic 
work rather than from fear of trouble from the ligamentary suspen- 
sion. The freedom from dystocias is readily accounted for by the 
ehanps that take place during pregnancy. The proximal ends of 
e ligament that is to say the portions between the uterus and the 
artificiffi adhesions, which in the non-pregnant state average from 
^ to 1 inch in length, hypertrophy and stretch to an extraordinary 
degree, reaching a length of 6 or 8 inches. The pregnant uterus 


IS 
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therefore very little limited in its normal ascent in the abdominal 
cavity. The drag of the ligaments is sufficient occasionally to cause 
some discomfort in the later stages of pregnancj’^ but does not inter- 
fere with a natural delivery. 

With regard to the danger of intestinal obstruction, I can state 
that no such complication has ever come to my notice nor to that of 
my associates who have long been using the Olshausen operation. 
There being no tension on the round ligaments, the lateral openings 
are bounded by the abdominal wall and the upper portions of the 
broad ligaments, flat, distensible surfaces, which one would hardly 
expect to incarcerate a loop of intestine. It is, of course, conceiv- 
able that the intestine might be caught in the central opening in- 
cluded between the two artificial ligaments. No such ease however 
has come to our knowledge. 

So adaptable is the Olshausen operation that it lends itself to the 
treatment of practically everj'- condition in which uterine suspension 
is desirable. We are accustomed to employ it in simple retroflexions, 
prolapse in every degree even to the most extensive cases of iiroci- 
dentia, and in conservative pelvic inflammatory cases as a prophy- 
laxis against postoperative retroversion. In the treatment of dys- 
menorrhea associated with anteflexion it is our greatest asset. In 
young patients, in whom the avoidance of an abdominal scar is 
desirable, it may be performed through a Pfannenstiel incision, the 
fascia being opened longitudinally. Employed in this way it is in 
our opinion supei’ior to the Alexander operation, especially as it pro- 
vides more easily for incidental work in the pelvis and removal of 
the appendix. 

In the series of procedures that make up a reconstructive opera- 
tion for general prolapse the Olshausen suspension is in our hands 
by far the most important factor. Especially is this so in its relation 
to the repair of the cystocele. The attachment of the bladder to the 
anterior cei'vieal wall is the golden link which no suspensionist severs, 
for it is by this veiy connection that the bladder as an organ is re- 
stored to its normal level by the elevation of the pivotal point of the 
uterus. The redundant sacculation of the bladder in its relation to 
the vagina is reduced by a local plastic operation which makes use 
of the vesicovaginal layer of fascia. Recurrences of cystocele are 
rare in our series. Suspension of the uterus does not cure the recto- 
cele. but rather exposes it to greater abdominal pressure. Especial 
care is therefore required in tlie perineal operation. When tlie I’ectoeele 
is pronounced a central operation implicating the rectovaginal fascia 
is advisable, and if need be an obliteration of Douglas’ fossa by the 
!Mo.schcowitz principle. 
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Finally tlie relationship o£ the Olshansen suspension to the ab- 
dominal wall is of extreme importance, A heavy prolapsing uterus 
attached to a weak flabby abdominal wall is an anomaly and may 
lead to distressing results. The difficulty is, in all but extreme cases, 
obviated by a repair of the diastasis of the abdominal rectus muscles 
through a skin incision carried to or above the umbilicus. 

Having thus extolled the merits of the Olshausen operation, we 
must now inquire into its demerits. The use of the bulky silk' sutures 
is unquestionably a serious disadvantage, involving as it does an 
unwise surgical principle. As would be expected the suture maj’’ be- 
come infected, cause a permanent sinus and require surgical removal. 
This uncomfortable result occurs in a small percentage of cases as 
will be seen in the statistical report. The operation of removal is 
a minor one as the silk stitch aHvays lies in the abdominal wall ex- 
ternal to the peritoneum. HoAvever the use of silk cannot be avoided 
as it is the principal factor in producing a proper adhesion to the 
round ligament. Catgut and animal tendon are entirely unreliable, 
their use being followed by a veiy high percentage of recurrences. 
This is due partly to the fact that they do not permit the tying of a 
competent knot, and partly because they are not sufficiently irritating 
to the tissues in the production of the necessary adhesion. Linen is 
theoretically preferable to silk, but in practice we found that it not 
infrequently failed to create adequate ligamentation. 

We have therefore retained the silk suture on the ground that 
its merits vastty outweigh its disadvantages. 


STATISTICS 

I haA'e personally pei'formed the Olshausen operation bj’" the method 
I haA'^e described 1370 times, 50.2 per cent of the cases being for 
general prolapse of all stages. The other cases include, in the order 
of frequency, simple retroA^ersion, anteflexion A\dth retrocession, pelAdc 
inflammation, uterine fibroids, ovarian tumors and extrauterine preg- 
nancies. Of the 1370 eases there ai*e recorded folloAA^-up examinations 

in 746, made at periods ranging from 2 months to about 8 years after 
operation. 

In six of the recorded eases the artificial attachment failed to hold. 
Of these SIX failures, 2 occurred Avhere the cervical stump had been 
suspended for severe procidentia; 3 followed childbearing, and 1 
0 loAved suspension for simple retroAmrsion in a patient A\dio had had 
a previous recurrence after round ligament shortening. 

In_15 of the 1370 eases one of the silk stitches bLame infected 
and in 6 of these cases the stitch required removal. In the remaining 
cases the wound healed or the stitch Avas discharged sponLneouZ 
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In 1 ease a small hernia worked its way through the site of the silk 
ligature on one side of the wound. 

There were no known cases of intestinal- obstruction, nor of dystocia 
following the operation and this may also be said of all the cases 
operated on by the Olshausen method at the PTee Hospital for Women 
by other members of the staff. 

There were four deaths in the present series, one from pulmonary 
embolism in a case of procidentia; one from cerebral embolism in a 
prolapse case with a history of endocarditis; one from probable peri- 
tonitis in a ease of tubercular salpingitis; and one from a typical 
streptococcus peritonitis. In this last case the abdomen was opened 
on the suspicion of an intestinal obstruction, at which time the true 
diagnosis was made. The patient died soon after the second opera- 
tion. Thus it will be seen that none of the deaths could be attributed 
specifically to the Olshausen operation. 

SUMMARY 

We may recapitulate our observations on the Olshausen operation 
as follows: 

1. It is the simplest and most rapidly performed of aU the opera- 
tions now in use for reposition of the uterus. In permanency it is 
the equal of any and superior to many of the other operations. 

2. Its simplicity makes anatomic dissections and injury of surround- 
ing tissues unnecessarJ^ 

3'. In prolapse cases it permanently reduces the descensus of the 
uterus, and effectively relieves the symptom of pelvic pressure. It 
is versatile in its adaptation and may be applied in any condition of 
prolapse no matter hoiv severe. 

4. When perfoi’med in association with a cystocele it is the chief 
factor in curing the cystocele. 

5. It is associated with an inappreciable danger of intestinal ob- 
struction and of dystocia. 

6. Its one serious drawback is the silk ligature, which however 
is necessary for its proper execution. 

244 Maulborough Street 


(For discussion, see p. 223.) 



THE SOCIOLOaiCAL EESPONSIBH.ITY OF OBSTETRICS 
AND GYNECOLOGY- 

By 0. Paul Humpstone, M.D., P.A.C.S., Brooklyn, N. Y. 

S OCIAL science deals witlino more liumane or altruistic subject than 
preventive medicine. This is the link uniting the physician to 
the sociologist. The conservation of the essential function of woman 
in its relation to the individual, the home, and the nation, is particu- 
larly our obligation. Our intimate knowledge and wide experience 
with the functions and abnormalities of the generative tract of woman 
should eminently fit us to propose and evaluate all welfare movements 
having to do Avith child bearing. 

Have we not here a sociological responsibility to the State and to 
ourseh'^es which Ave are neglecting? 

The people Avho heretofore haAm Avished and trusted us to do their 
scientific thinking for them, are noAV attempting to do it for them- 
selves. The sociologist is attempting to deal Avith our problems Avith- 
out our counsel. As an outcome of this, good and bad statutes con- 
ceived by sociological Avelfare Avorkers rather than practical medical 
men are being written into the laAvs. This has resulted in political 
control, under Avrong auspices, of medical problems, the laAvs govern- 
ing Avhich should have been instituted by the doctors themselves and 
the problems kept under purely medical control. 

If medicine is to be practiced in the future under statutory laws, 
and if Ave may judge from the experience of all business this seems 
probable, it behooves the medical profession to get into closer touch 
Avith the laAv makers and to give more thought in the scientific bodies 
to constructive legislation. 

The general practitioner is aAvake to his interests in this matter; 
but the majority of specialists discuss the subject very little in their 
scientific meetings. We are so interested in the solution of the prob- 
lem of the individual patient that Ave lose the vision of our medical 
problems in the body politic. 

A helpful remedy for this situation lies, in my opinion, in tAvo things. 
First.— The free discussion before our special societies, of Avelfare 
problems in Avhieh special interest, knoAvledge and sound judgment 
Avill there find the AAusest solution. The placing on record of our 
policy toward such problems. 

May I cite an incident exemplifying the need of this suggestion. 
The chairman of the legislative committee of the New York State 

etie?at PhUadelpwl? Philadelphia Obstetrical Socl- 
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Medical Society told me that in the instance of four bills relating to 
obstetrics which came up during the last year, it was impossible for 
him to get an expression of opinion from the leading obstetrical so- 
cieties of the State on any of them before the bills had to be acted 
upon. 

My second suggestion for a remedy is personal. 

Our leaders in the special branches should be more willing to be- 
come delegates to the legislative bodies of medicine, after having 
formulated definite policies in their scientific meetings toward partic- 
ular medical problems which experience and judgment make them 
specially fitted to wisely devise. 

In the Count}’', State and National organizations they much prefer 
the pleasant atmosphere of the scientific session to the tense political 
environment of the House of Delegates. However here is where con- 
structive plans must come into actual touch with the law making 
bodies of government. 

One cannot leave this phase of the subject without a word of tribute 
to the men of our profession who are wrestling with our problems. 
Particulax'ly would I mention the Council of the American Medical 
Association of the vast amount of whose effort few of us are aware of. 

Three national welfare movements at the present time are demand- 
ing our judgment and appraisal. 

1. The propaganda for birth control. 

2. The national movement for prenatal care. 

3. Midwives in America. 

BIRTH CONTROL PROPAGANDA 

Theodore Roosevelt once said: “The greatest of all curses is the 
curse of sterility, and the severest of all condemnations should be that 
visited upon wilful sterility. The first essential in anj>' civilization is 
that the man and the woman shall be the father and the mother of 
healthy children, so that the race shall increase and not decrease.” 

Now come the Neomalthusians claiming that “if only the devastat- 
ing torrent of children could be arrested for a few j'ears it would 
bring untold relief.” Overpopulation they say is the source of all 
social evil. Sutherland, an English physician, has well pointed out 
that their scheme is utterly unsafe, “since they argue from false 
premises to false deductions.” “The overpopulation scare is a myth. 
Indeed the end of the world a philosophie and scientific certitude, is 
more imminent than its overpopulation.” A living and a useful 
activity can be found for all the healthy sons and daughters that 
can be born. 

Another group has the vision of a superrace of men developed by 
arbitrary control of the sexual relations of human beings, on the 
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scientific basis of a stock breeder’s knowledge of the effects of sexual 
excess, heredity, polygamy, and polyandry. ' This argument is too 
materialistic for any one to accept, who has any faith in the spiritual 
side of human life, Avith its social stigmata, its religious beliefs, and 
its natural laAvs. 

HoAvever the birth rate is falling in this country among the native 
population at least, and this is doubtless due in part to birth control, 
under the motive of economy. There has developed a high standard 
of comfort, an intensely individualistic outlook on life among men, 
and an emancipation and intellectual development among the Avoinen, 
with a refusal to accept motherhood, to the extent that in the New 
England States and Neiv York, at least, the native population is not 
reproducing itself. The native rural population in New York is just 
about breaking even betiveen births and deaths, Avhile the foreign pop- 
ulation is practically everyAvhere showing a higher degree of fecundity. 
Are these facts a menace to our civilization? I think not. The 
“melting pot” is evolving a neAV type of American under natural 
laws Avhich Avill continue functioning long after birth control propa- 
ganda is forgotten. 

The question of greatest interest to us in this connection is Avhetlier 
the results Avill be an amalgamation or an explosion. I will not be in- 
fluenced by the present fear and pessimism. 

I have the faith of Eaymond Pearl: “that the kind of people udio 
Avill survive and run the affairs of this country, say a couple of 
centuries hence, Avhen the population pressure Avill be intense, will 
not be Englishmen, or Slavs or Jeivs, or Italians, but Americans, of 
that type ivhieh has shown the greatest adaptability to the problems 
vdiieh life in this part of North America has presented.” 

So much for the philosophical side of the question. 

What can be said of the practical medical aspect of contraception? 
It is true that no statistical study has been made of this subject but 
numbers are not necessary to prove some things, and no subject lends 
itself less to statistical accuracy. 

Every day experience of each of us will bear Avitness to the folloAv- 
ing facts. 

1. Under legal right Ave noAv teach contraception in the presence 
of conditions Avhich demand its use to conserve life,— we need no 
further legal liberty in this matter. 

2. We are amazed at the AAudespread knoAvledge by the Avomen of 
contraceptive methods. The po6rest and most ignorant women have 
a working knoAvledge of contraception just as good as the most in- 
telligent. 

3. We know the fallibility of all knoAvn methods of contraceptive 
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effort and the very real danger to health, happiness, and even life 
itself that can arise from many of the procedures employed. 

4. We know that permanent sterility many times follows the in- 
fection caused by the use of many of the contraceptive contrivances. 

5. I believe that the known failure, at times, of all contraceptive 
means leads to increase of criminal abortion. Contraceptives are not 
a panacea for criminal abortion. 

6. I believe that the source of contraceptive information should be 
the physicians only, the most of whom fully realize the moral and 
social responsibilities which thej’" have. 

7. I believe that a propaganda for birth control as at present pro- 
posed will not survive, and am unalterably opposed to it as a phy- 
sician. 

Statistical study of the use and utility of contraceptives may wisely 
be taken up in connection with my next topic. 

THE NATIONAL JIOVEMENT FOR PRENATAL CARE 

Any movement, under whatever auspices, which has for its pur- 
pose the elevation of obstetric practice should have our endorsement. 

Instead of protesting that we think the movement started under 
^vrong auspices, based on broad generalizations and applications with- 
out due thought to its limitations; it is our privilege and duty to try 
to have these public moneys spent in the way our knoivledge and ex- 
perience points out as the most useful. 

The low standard of obsteti’ic practice in this country will surely 
be helped by this movement. 

American midwifery has improved, under the influence of the study 
of mortality statistics, arousing the efforts of all obstetric practitioners 
and teachers to better work. This awakening of the public to the 
knowledge of what should be received as proper maternal care will 
create a demand for better obstetrics which we must meet with a more 
comprehensive plan for dealing with what is unquestionably a difficult 
problem. 

Maternity centers have accomplished four things any one of which 
justifies their existence and assures their future. 

1. An educational effort of great force awakening the people to 
a knowledge of what should be received as proper prenatal and con- 
finement care. 

This effort should be spread to every stratum of society. 

2. The earlier discovery of some obstetric abnormalities in pros- 
pective mothers and leading them into competent care for their de- 
liveries. 

3. The earlier detection of some of the toxemias of pregnancy and 
the instigation of proper treatment. The available statistics on the 
diminished incidence of convulsions among these patients is striking. 
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4. Tlie training of nurses in the teelinie of this special kind of work 
so that the efeort may be extended. The demand for these nurses far 
exceeds the supply, showing the force there is behind the movement. 

The chief difficulty with the movement lies in the inability to follow 
the work through delivery and postpartum period to Bridge its result. 

Competent accouchement care must be correlated to the prenatal 
effort. 

This demand of the public for proper care at confinement will be 
a great force, in compelling physicians and midwives to respect the 
three essentials of obstetric practice, — asepsis, abstinence from vagi- 
nal examinations, and assistance before unwise interference leads to 
tragedy. Few physicians and midwives fail to realize these days 
that they are well rid of the complicated or prolonged confinement, 
financially and otheinvise. Many of them have learned that the hos- 
pital is their relief from a bad predicament ; that the consultant comes 
to assist not to criticize their efforts. Even in the remote rural dis- 
tricts the automobile renders this aid possible save in the deepest 
.snoAv of winter. 

The lack of hospital beds available for the care of abnormal ob- 
stetric cases is the crying need of our scheme. General hospitals are 
realizing more and more this necessity and are increasing accessible 
facilities; but the lack is woeful yet. In New York City, in the 
Borough of Brooklyn, a community of over two million people, there 
are at present onty about two hundred free beds for obstetric cases,' 
and many of these are used for normal miiltiparae and not as they 
should be, kept only for primiparae and abnormal cases. 

Here again is another sociological responsibility of ours. To in 
some way standardize obstetric efforts in general hospitals; and to 
survey and classify these beds in an effort similar to the hospital 
standardization study of the American College of Surgeons; and the 
study of the maternity problem in England under the Carnegie United 
Kingdom Trust. Maternity centers will onlj’- reach their full effi- 
ciency, as hospital beds are made available for the care of abnormal 
obstetric cases. 


MIDWIVES IN AMERICA 


No comprehensive study of maternity in this country can disre- 
gard the midwife. 


_ An honorable profession in Europe is a disgrace to our specialty 
in this country because of the low grade of midwives who have come 
to our shores unrestricted. Ignorance of the immigrant masses of 
the need for proper confinement care, and sentimental adherenee to 
oi-mer raeia habits of life, make the midwife our problem. Eegu- 
Icitiou and education is the answer. 
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Considerable results have followed efforts to regulate midwives par- 
ticularly in your State of Pennsj’lvania and in New York, but no 
nation-wide studj^ of the problem bas been undertaken by obstetri- 


Scbeme for NatioM Oipiiation of Effort 
for Impnmeffiof AioericanMiim^ Care. 


The medicjl school 
prcpiring the practi- 
tioner for obsietrics and 
iriinmg insiiuctors for 
a. professorial career 


Thecbsicuic climc.rfeal- 
in? sviih the obstetric 
problem and pnmiparae 
Training the obstetric 
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gawil liiispiial wbeie shall 
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th: best obstetric judge- 
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of State Societies . 
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The individual patient under the 
care of her cwn doctor or midwife 
under such limiuiions only as are 
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Fig. 1. 


ciaus. L nle.s.s we suggest and press uniform regulations, social work- 
ers are going to offer a constructive plan of procedure. Effort.s in 
this line are now being made. America is far behind England in this 
matter. 
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The ignorant midwife is here to stay until wc develop a ,ie ® 
of Avomen as trained obstetric attendants for normal cases, v i mn 
the odium which the name midwife has in tiiis country. 

I believe such a result will gradually be accomplished, and be- 
come a very interesting social service career for women; and will 
help materiallv in the [Maternity Centre problem, and the rural o )- 
stetric problem. Probably subsidizing from some source will be needed 
to make this successful. 

In conclusion may I show graphically a scheme for organized corre- 
lation of effort for the improvement of American maternal care; a 
scheme which is not paternalistic or socialistic but simply in accord 
with American ideas of organization. 

Beginning with a Central Committee extending its administrative 
effort through the proper channels down to the individual patient, 
who is to have the benefit of clinical cooperation assuiing hei the 
best of attention. (Fig. 1.) 

327 W-VSiim-GTOis- Avekve. (For discussion, see 2>. 23S.) 


CHANGES IN THE UTERINE VESSELS DURING PREGNANCY^' 
By 0. H. Schwarz, M.D., and P. P. McNalt.f.y, i\I.D., St. Louis, Mo. 

^HE study of the involution of the circulatory system of the human 
uterus did not receive much attention until comparativelj’’ recently. 
The first accurate descriptions of the various changes Avhich occur in the 
vessels during involution were those made by Goodall in 1910. "We have 
been convinced of the accuracy of Goodall’s work by the study of several 
postpartum uteri and have for some time included in our coui’se of ob- 
stetrical pathology sections which illustrated these changes. 

Fletcher Shaw in 1917, referred to GoodalFs wmrk in describing 
c ronic subinvolution and states that he has confirmed many of Goodall’s 
0 servations in his study of similar material. The suggestion for our 
present stody developed from certain rcmai'ks of Goodall’s in his mono- 
grapr. ^ e states that there are changes present in early postpartum 
eri w uc are of such a standing that they must have occurred days 
e 01 e a or was terminated and he feels that there must be a close 

changes and the presence of so-called placental 

nf ill 1 cesarean section, in discussing vascular changes 

cnee of if subjacent muscularis mentions the pres- 

am rmoid tissue and certain hyaline structures of bizarre 
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outline in collapsed vessels. He mentions that since 1910 these have 
been extensively studied by Frankl and Stolper, Schicbele, Heckner, 
Hinselman and others, but no general agreement has been reached as 
regards their mode of production, although the prevailing opinion is 



Fig. 1. — Ob. Path. No. 2352. Orcein-Van Gieson Stain. Uterus twelve days 
partum. Picture shoivs a grroup of arteries in various stagres of clefreneration. ^ne 
upper vessels show practically the same stajrc* The internal elastic membrane Is 
seen as a swollen, blacklsh-rcd, irre^lar band, with marked swoUins of the intima. 
In some places the internal elastic membrane has already become diffused and lost 
its staining reaction. The two lower vessels show arteries which stain a bvick-rca, 
all traces of the internal clastic membrane bcine: lost. 
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that they are due to the inYasioii of the vessel walls by fetal elements, 
with subsequent fibrinoid degenei-ation. He states that he found tliese 
changes in tAventy-seven of fifty specimens. He was not at that time 
prepared to express a definite opinion as to the mode of production or 
their significance, but that within a reasonable time he expects to pub- 
lish a communication upon the subject, which he hopes will aid in its 
solution. 
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appeared later than that of Goodall, they make no reference to this 
author. 

Goodall studied only uteri in the puerperium. His earliest case -was 
forty-four hours postpartum. Concerning his findings in this specimen 
he states that among the vessels of the uterine wall in the direct path of 
the placental circulation, both in the lower mucosa and in the innermost 
museularis, there arc some which show changes of such a character, that 
the process must have taken days at least in its development. These 
vessels, it is true, are relatively few in number but are often of very 
large size and therefore must have played no small part in the placental 



Pig. 3. — Ob. Path. No. 3290. Orcein-Van Gieson Stain. Five days postpartum 
uterus, showing marked swelling of the intima and media, with beginning breaking 
up of internal elastic membrane. 


circulation. A close examination of such a vessel shows the changes 
already described a.s affecting the vessels before labor. These changes 
as regards the artery arc briefly; The swelling of the internal elastic 
membrane which later breaks up and is diffused through the remaining 
thickened and degenerating ve.s.sel wall. During this process of swelling, 
which in many instances is quite enormous, the}’' appear in different 
stages and show a distinct change in staining reaction, Weigert-Van 
Gieson stain is used. "With the fir.st swelling the elastica appears black 
and this is gradually changed into a deep, port-wine red color, which 
later changes to a brick-i’cd and then fades into a pale yellow. Wlien 
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the pale yellow stage is reached, absorption takes place and the entire 
vessel wall disappears in diie time, provided that involution is complete. 
In these changes which Goodall de.scribcs as occurring before delivery, 
the degenerated elastiea is frequently present as a yellow-staining, thick- 
ened band with here and there remains of the brick-red color. All stages 
of transition from one color to the other are found. 

The changes in the veins are bidefly: A diffuse thickening of the en- 
tire wall, with a marked hyaline change in fibrous, elastic and muscle 



pletely absorbed, iust as is tRo ' ^ hyaline material is not com- 

aitosed «: le .t:.,™ 

between the muscle fibers of the r tbe periphery 

stained with Weigert’s or Van O' appears as black areas when 

^ an Gieson stain. The black staining prop- 
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erty is due to the fact that the dead, diffused elastic tissue in time re- 
gains its ability to take up the Weigert’s stain. 

In regard to the changes of the intima, Frankl and Stolper give the 
best descriptions. Thej' describe thickening of the intima ivith the pres- 
ence of a fibrous tissue. This condition occurs during the latter half of 



Fis. 5. — Ob. Path. No. 2734. Haematoxylin-Eosin Stain. Shows two vessels 
with well developed intimal plaques. The internal elastic membrane did not take 
the "Vt’eigerts stain. 


pregnancy and is found in greater degree as term is approached. Tliey 
feel that these changes are due to the fact that earlier in pregnancy, for 
G.\ample, just before mid-pregnancy, that there are larger cells present 
in the intima and media. These cells are described as being decidual-like 





SCHWARZ AND MC NALLEY : UTERINE VESSELS DURING PREGNANCY 161 

ill character and that they arise in sihi, in other words, from the pre- 
existing cells in the particular location concerned. They differentiate 
these cells from syncytial cells, the wandering cells of the fetal ecto- 
derm, by the fact that they always occur as single cells and that their 
nuclei are less deeply stained. They call attention to the fact that tliey 
are more difficult to differentiate from Langhans cells, but as thej are 
seen most frequently at the time when the Langhans’ cells are disap- 
pearing and by the fact that their protoplasm is much larger than that 
of Langhans’ cells. They feel that the cells cannot be considered endo- 



nnwiSiv’ 2205. Orcein-A’^an Gieson Stain. Uterus at term. Shows 
lerWish Internal elastic membrane markedly swollen, stains 

Identfc\t'fo’'change"1^^osiS^ practically obllteratinBr the Inmen. 


thclial proliferation because they make their first appearance deeper in 
the wall of the vessel. 


When these cells project into the lumen the endothelial lining is lost 
but when they assume the fibrous tissue appearance in later pregnanev 
le endotheluim has recovered the masses. They also point out that 
staining with orcein in the lesions of later pregnancy sliows these masses 
to be Ultima in nature by the fact that the normal elastic iiitima can 
bo shown to be intact beyond the lesion. The importance they attach to 
these changes is that under the influence of contractions the vessels 
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Pig. 7. — Ob. Path. No. 2990. — Orceln-Van Gieson Stain. Thirty-seven weeks pregnant 
uterus. Shows a markedly thickened vessei witii thickened intima and narrowed 
lumen. In the lower right-hand corner can be seen a thin, biack strand wliich repre- 
sents the remaining portion of the internal elastic membrane. The lighter areas rep- 
resent tile remaining portion of the degenerated internal elastic membrane whieh 
stained pale yellow. Other portions entirely lacking. 



Eig. S. — Ob. Path. No. 2990. Orcein-Van Gieson Stain. Thi.s vessel was arl. 1 a''ent 
to tile one illustrated in Fig. 7. The changes here are identical but slightly 
niore advanced. In this case as many as half a dozen vessels of large size in one 
neld showed tliese changes. 
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become occluded and that these projections could act as supports for the 
formation of thrombi in causing primaiy closure of the vessel. They 
state that the vessel changes which Schickele has described as accom- 
panying premature separation of the placenta are physiological retio- 
gvade changes of the vessel wall and need a more exact investigation. 
They feel that these vessel changes are not necessarily characteristic of 
this condition. 



Pig. 9. — Orcein-Van Gieson Stain. Noi'inal uterus at temi. Showing a normal 
vein. Its enlargement anil thinness of its walls are the conspicuous features. 


uteiuJi tlm^'^vhi?'wiu?^?uni«f'^obinerated''bv”ti^*^^*”' postpartum 

whole and the compression of the swe”*"® wall as a 

in the center of the vessel representfh/ strands 
brownish-red, due to beginning hyaline degeneraUon!'^^ 

Heckner in discussing the results in an investigation of the ve.ssels of 
le puerperal and pregnant uterus, states that in regard to the puer- 

sHut loosening of the endotlielium is the only eon- 

•t.nt finding and that tluekeued areas of intima are only found iifsome 
cases and that fetal ectodermal cells and clots in the lumen do not occur 
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iu all cases. The hyaline degeneration of the vessel ivall is a product 
of the late puerperium. Concerning the changes during pregnancj’’, he 
states that swelling of the endothelium occurs and projections of thick- 
ened intima are seen, but by no means in all eases. He feels that these 
changes influence the flow of the blood and in this way increase the 
tendency to coagulation. Entire occlusion of these proliferations is not 
established. Thrombus formation and organization are not brought 
about by these changes but thej" maj’- act as supports for them. 

Schiekele in a study of similar material, points out the early presence 
of fetal elements and considers that these elements are the most im- 
portant factors in the production of these antepartum and postpartum 
changes. 



Fig. 11. — Ob. Path. No. 3149. Haematoxylin-Eosin Stain. Thirty-eight ■weeks 
pregnant uterus. Shows a large vein, the inner third showing marked thickening of 
wall in one portion ; the remainder of the wall apparently normal. Suggestive of 
hyaline change. 

Although Goodall did not describe these intimal changes in his work, 
he points out the following: “Another point of interest in the series 
is the question of the development of the so-called ‘hyperplastic intimal 
laj'ers’ found by several authors in the general circulatory system and 
so well described by Jores in his monograph on ‘Arteriosclerosis.’ 
Thoma and his school contend that the growth of hyperplastic layers is 
a result of the slowing of the blood stream, and lowering of the blood 
pressure. He came to this decision owing to the increase in the intima 
of fetal vessels (which carried blood to and from the placenta), after 
the placental circulation had been cut off by severance of the umbilical 
cord. Owing to the blood being directed into new channels the intimal 
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layers increased to reduce the lumen. From this special ease he made 
a general application of his theory that hyperplastic changes in the ul- 
tima arc due to the two causes given above. 

“Later it was found that such hyperplastic lutimal layers occur 
throughout the general arterial system and that such change is not con- 
fined, as Thoma thought, to the intrafetal vessels coursing to and from 
the vimbilieus. The fact that these layers are found generally throughout 
the body, the fact also that they grow gradually more numerous from 
ohildhood on to thirty years of age, the fact also that they occur in 
hypertrophied conditions, led Jores to refute Thoma 's theory and to 
contend that the production of these layers is an index of hypertrophy 
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cause of this new growth is certainly not an increase in blood pressure, 
but is a condition analogous in almost every circumstance Avith that of 
the intrafetai umbilical vessels. In such a uterus the building of the 
hyperplastic layer is an endeavor on the part of the artery to reduce 
its caliber to the demands made upon it, just as Thoma found in tlie 
vessels of the newborn. Work ceidainly seems to prove that both 
Jores and Thoma are right in their theories, and that loAvered blood 
pressure and sloAving of the blood stream on the one hand, as Avell as 
high blood pressure and increased Avork on the other, can call forth the 
same results. ’ ’ 
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Pig. 14.— Ob. Path, No. 3149. Same vessel as in Fig. 13. Showing a 
beauuful normal internal elastic membrane, with the swelling entirely within this 
.structure. 



lUso included in this swelling. ’ suggesthe of fetal ectoderm. The intima fs 
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consider first those eases which were from pregnancies of 36 to 40 weeks. 
These specimens were for the most part obtained at cesarean section 
with hysterectomy, in cases of contracted pelves, and also at autopsy, 
pneumonia and toxemia of pregnancy being the contributing cause Of 
death. 

The intimal changes consisted from small fibrous tissue-like placques 
to complete involvement of the entire wall; there was no evidence of 
definite fatty change in these placques, nor were wandering cells in evi- 
dence, as in ordinarj' arteriosclerosis. These changes were found in 11 
out of 12 cases and they were quite marked in 7 ; in 3 they were quite 
definitely present. The more marked vessel changes, that is those which 
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they are frequently found compressed and buckled in. Changes analo- 
gous to those found postpartum were lacking in all but two specimens 

ill one of these the changes were slight, but in the other they were 

very striking, as the illustration of one of these vessels will bring out. 
Organizing thrombi were lacking except in one ease, nor were there 
any other veins which were obliterated by thrombus formation. The 
one case showed several vessels at the musculo-decidual junction with 
organizing thrombi. The character of these changes will be best appre- 
ciated by the study of the included illustrations. 

Our findings in the postpartum eases agree in every respect to those 
of Goodall, with the exception that we were impressed very definitely 
with the thickened intima associated with many of these degenerations, 
a finding which Goodall does not particularly emphasize. 

In the course of early pregnancy between 24 and 36 weeks, the intimal 
elianges were definitely present in the earlier cases which were 4 in 
number. In one instance there were no changes and in the other three 
instances there were definite intimal changes, with a suggestion of 
decidual-like change in two cases. In one there was some degeneration 
of the internal elastic membrane. These changes do not, of course, in 
any section involve the ma.]ority of vessels; they are only present in 
sufficient degree to make the change particularly striking and eaS3>- of 
recognition. 

We concluded, therefore, that these degenerative changes of the more 
extensive type, such as described by Goodall as occurring postpartum, 
occur frequently in the uterus near or at term. That they are of some 
significance, if at all marked, we feel quite definitelJ^ Further, one of 
us quite independently, found that in three cases which showed the 
most marked vessel changes there ivas extensive infarct formation in 
the placenta present in each instance. 

The question naturally arises — do these changes have any clinical sig- 
nificance? Do they in any way explain any of the complications of 
pregnancy or any of the abnormalities seen in the placenta? We believe 
that such an interpretation is possible. 

If we consider that the villi are dependent upon the mateimal rather 
than tlie fetal circulation, as has been pointed out by Young and with 
wiiom we agree, such interference with the blood supply of the placental 
site as must take place with the narroAving or obliteration of the vessels 
aliove described must cause death of tissue dependent on them for nour- 
ishment — in other words, infarct formation. The more frequent and 
advanced changes in vessels in toxemic cases in which also there is ex- 
tensive infarct formation, is in accord with this Anew, as has previously 
been pointed out by Goodall. 

Regai’dless of whatever etiological;, factors mai', be claimed for the 
serious complications variously termed: Premature detachment of a 
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normally implanted placenta, abruptio placenta, and uteroplacental 
apoplexy, it must be admitted that certainly the immediate cause must 
be the sudden escape under pressure of blood from the normal channels 
just as in those cases of hemorrhage into the internal capsule. For this 
reason we feel the term “uteroplacental apoplexy” is the preferable 
term for this condition. Now let us see if the above described vessel 
changes will in any waj'- favor the occurrence of this condition. 

In the majority of those cases there is alreadj’^ a hypertension of 
varying degree. Add to this the increased tension that must occur prox- 
imally to the narrowing or obliteration of vessels, whether artery or 
vein, which we have shown, and we have one of the conditions satisfied. 
The degenerative changes with consequent weakening of the vessel wall 
adds the other condition which makes the circumstances ideal for the 
production of rupture and hemorrhage. On the site and extent of the 
rupture depends the pathological picture. If relatively small and in the 
decidua basalis there occurs the small retroplacental hemorrhages of no 
clinical significance. The deeper in the wall it occurs, the more exten- 
sive the apoplexy, in some cases giving the characteristic infiltration 
with blood of the entire uterus and in some cases of the broad ligaments, 
tubes, ovaries, etc. 


THE TREATMENT OF BENIGN UTERINE HEMORRHAGE 
BY IRRADIATION* 

An Analysis op 100 Cases 

By W. C. Danforth, B.S., M.D., P.A.C.S., Evanston, III. 

O LR experience in the treatment of uterine bleeding of nonmalig- 
nant oiLgin now includes 100 cases. The larger part of these 
have been cared for upon our own service in the Evanston Hospital- 
The remainder were treated upon the general surgical service, the 
records of these eases being kindly placed at my disposal by Dr. W. R- 
Parkes. In our treatment of these cases we have adhered strictly to 
the indications and contraindications which have been discussed in 
other publications upon this subject by various workers. We agree 
with Clark and Keene that irradiation for bleeding of uterine origin 
is distinctly a foimi of therapy which should be directed by the sur- 
geon, and preferably by a surgeon of some gynecological training, 
rather than by the radiologist. We have seen two cases Avhich have 
particularly confirmed ns in this view. Radium therapy is particu- 
larly applicable to women at or about the time of the climacterium and 
the indications for its use in the. earlier’ decades should be clearly es- 


•Re.nd at a meeting of the Evanston Hospital Attending Staff. 
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tablislied before applying it. Under the age of 40 its use is not 
lightly to be regarded, for the complete inhibition of ovarian function 
which the usual dose for myopathic bleeding brings with it may have 
consequences which are more serious than the disease which we at- 
tempt to eliminate. 

We have carefully excluded from treatment all eases giving a his- 
tory of pelvic infection. The application of radium in these cases 
is distinctly dangerous, as it may be followed by a recurrence of an 
old infection. Particularly is this apt to be true in cases in which 
puerperal sepsis has occurred or in which infection has followed 
abortion, particularly if the infection follows an abortion criminally 
induced. These are likely to harbor streptococci for long periods of 
time. The effect of irradiation upon a latent infection will easily be 
understood if one appreciates the extent of the change within the 
uterus produced by the application of radium. We have recently^ 
had an opportunity of examining a uterus which had received 1200 
milligram hours of radium. Diagnostic curettage was carried .out 
prior to the introduction of the radium and the microscopic examina- 
tion of the material obtained revealed adenocarcinoma of tlie body 
of the uterus, for which hysterectomy was done about one week after 
the irradiation. Grossly the endometrium and uterine musculature 
immediately underlying it was reduced to a gray^ sloughing mass, 
completely necrotic. The microscope showed necrosis of these layers 
with marked round ceil infiltration of the uterine ■wall underlying 
the stratum of necrosis. Clearly, a trauma of this severity cannot 
safely be applied where infection may remain. 

In those cases in wdiich we have irradiated for bleeding occasioned 
by fibroids -sve have recognized a third limitation, that imposed by the 
size of the growth. We have been governed by ■what, when com- 
pared ■with the indications stated in some other reports, may'^ seem 
rather an extreme conservatism, in that we, in addition to restricting 
irradiation to cases well over 40 and without suspicion of infection, 
have applied it only to very small fibroids Our upward limit has never 
allowed irradiation in growths over the size of three and one-half 
months pregnancy and we have for some time been even more conser- 
vative, limiting it as a rule at present to fibroids not larger than a 
two and one-half to three months’ pregnancy. We have feared the 
degenerative changes which might be produced in the large groivths. 
particularly in those of the submucous type. In the younger women' 
or when the growth is larger than has been stated, we prefer surgical 
remo-ral. These rather strict limitations account for the small num- 
ber of fibroids in the series. 


We have divided our 
under 20, from 20 to 30 


cases into classes according to age as follows: 
, from 30 to 40, from 40 to 50 and over 50. 
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Of those under 20 there has been hut one ease, that of a girl of 
15 who bled severely and repeatedly until her blood picture .and 
general physical condition demanded effective means of stopping the 
constant loss of blood. We have observed a considerable, number 
of these eases, but we believe that ii’radiation is quite distinctly a 
measure of last resort, to be used only after rest and glandular 
therapy have been patiently tried and in which anemia is sufficiently 
grave to necessitate prompt relief. In the majoritj' of instances the 
menstrual cycle becomes normal Avithout interference, time probably 
being of more importance than anj’- form of treatment. In passing, 
it may be said that the curettage so frequentlj^ done on cases of this 
sort is useless, sometimes harmful and should be condemned. The en- 
dometrium is not the causative factor. This is to be found in a dis- 
turbed function of the OA'ary, resulting in a more than normal bleed- 
ing. When this is resistant to other measures and the condition 
resulting from continued bleeding demands relief a small dose of 
radium may be tried, not over 250 milligram hours, and preferably 
less. This in the single case so treated Avas' sufficient to produce an 
amenorrhea for tAvo months and to reduce the floAv thereafter to nor- 
mal. A second dose may be used if needed but should by no means 
be given under four and better six months. A permanent amenorrhea 
produced bj’- radium is as irremediable as one caused by the removal 
of the ovaries, a condition Avhich is disastrous in a young girl. 

In the group of eases betAveen 20 and 30 years there Avere tAvo 
eases Avhich Avere treated. In this group also one selects the cases 
Avith great care as the result of too intensiA'e irradiation is scarcely 
less serious than in the group last considered. Hemorrhage from 
fibroids in Avomen Avithin this age group is, in our opinion, far better 
treated by operation, alloAving one or both oAmries to remain. 

When radium is used for the treatment of young Avomen a dose 
much smaller than that used in Avomen in the climacteric years should 
be gh'en. 

Fifty milligrams for from six to ten hours is usually sufficient in 
this group of cases. This AAnll usually cause an amenorrhea for seA’eral 
months Avith a return to an approximatel3^ normal menstrual c.A'cle. 
One exception to this mode of treatment has occurred in our experi- 
ence. This Avas one of tlie two eases noted as haAung been treated 
hetA\-een the ages of 20 and 30, This patient AA'as a jmung Avoman of 22, 
Avho one A-ear prior to the time she AVas irradiated had had a seA’-ere uter- 
ine hemorrhage for AA'hieh .she Avas treated elseivliere bj' curettage and 
uterine packing. She had been adA'ised, should similar bleedmg recur, 
to liaA'e a hj^stereetomj^ preceded by transfusion if her condition Avere 
such that the operation should not safeW be done Avithout it. 

When first seen she had bled continuouslA* for a month, and had a 
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hemoglobin percentage o£ 16 and a red cell count of 900,000. Opera- 
tion n-as obviously out of the question. The bleeding was control ed 
for .several days by packing with a strip of gauze soaked in per- 
chloride of iron, after which she received 1200 milligram hours of 
radium. The large dose was given because her condition had on two 
occasions been so serious that the preservation of her life concerned 
us more than the maintenance of reproductive activity. She had no 
reappearance of menstruation for ten months, after which a scanty 
mensti’uation appeared. This had continued up to the time of the 
last report from her physician, about one year after the reappearance 
of the menses. 

In the decade from thirty to forty the eases became more numerous. 
In the early thirties one still is conservative as to dosage but as the 
end of this period is approached the question of children is as a rule 
settled and does not require such careful consideration. In this group 
we find eighteen eases. One of these was a cretin under observation 
in our medical out-patient department. When referred to us rest and 
glandular therapy failed to relieve her. Two applications of radium 
were needed to control bleeding. This we did not hesitate to use 
as the preservation of reproductive power was not important in view 
of her general condition. 

In the decade from forty to fifty rve find the largest group of eases, 
numbering sixty-five. The cases in this group were all treated by 
a full dose of 1000 to 1200 milligram hours. Here we need not con- 
sider future pregnancy and may proceed at once with the idea of 
permanently stopping bleeding. One may confidently expect this 
in the great majority of cases treated by full dosage, the monthly 
fiow usually disappearing permanently. We prefer in this group of 
eases to give the entire dose at once, subjecting the woman to the 
inconvenience of but one stay in the hospital and to the small risk 
of infection which the procedure entails on one occasion only. For 
cases of bleeding of myopathic origin or in small fibroids in women 
of tliis age group irradiation easily excels all other modes of treat- 
ment. 


We have also treated fourteen women of over fifty years. In these 
we have had uniformly good results rvith dosages similar to those 
used in the previous group. 


Of the total number of cases in the various age groups which -were 
treated by full dosage we have had eight failures. Of these five were 
relieved by a second application while three required operation. One 
of tliose refused a second irradiation, which might have relieved her 
We have had no mortality and no morbidity. As the mortality 
of hysterectomy in expert hands appears to be about 1.7 per cent 
and probably is more nearly 2 per cent, the chances are that in this 
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same series of cases, had all been subjected to operation, we would 
not have escaped without a death. The mortality of hysterectomy 
the country over, in the hands of all classes of operators, is probably 
much greater. 

About a third of our patients had one period after irradiation. 
If treatment is given shortly prior to a period, bleeding seems more 
likely than if it is given a longer time before it. Ordinarily the 
period is scanty. Sometimes it is more profuse than had been the 
rule with the same woman. Particularlj’ does this seem to be true 
when a fibroid is present. Oceasionall}’^ a second bleeding occurs 
which as a rule is very slight. Again this is more apt to occur if a 
fibroid is present. 

Menopause symptoms have not been a troublesome factor in this 
series. Only occasionally has complaint been made and this has in 
no case been serious. It has not seemed that any more discomfort 
occurred than that some women Avould probably have had in a meno- 
pause coming on of itself. 

Some of our eases have complained of a leucoi'rhea for a time. This 
has as a rule disappeared after a few months and in a few a previously 
troublesome leucorrhea was benefited. 

A watery discharge also is seen in about a third of the cases. This 
disappears of itself in six to ten weeks and needs no treatment. 

The technic followed in this series is very simple and does not differ 
materially from that described by others. Under a nitrous oxide 
anesthesia a dilatation and curettage are done, the matei'ial obtained 
being saved for microscopic examination. In this way an occasional 
carcinoma of the body of the uterus will not be overlooked. It is a 
very decided advantage if the pathologist who carries out these exami- 
nations has some experience in the examination of such tissue. Error 
sometimes arises from lack of familiarity with the cyclic menstrual 
changes. We have in two instances had diagnoses of carcinoma of the 
body of the uterus retuimed from the laboratory in cases in which 
clinically one would not regard carcinoma as probable, and in both 
of which extended observation proved carcinoma to be impossible. 
One of these women has since had a child. Conversely, in one instance 
carcinoma was not recognized in a case in which it was subsequently 
found to be present. None of these cases foimi a part of this series. 
jMention of them is made only to emphasize the importance of a thor- 
oughly careful consideration of this phase of the care of this class of 
cases. In most well organized hospitals, at least in the large centers, 
this is provided for. 

After curettage and iodinization of the uterine canal the radium 
capsule is introduced to the fundus. Usually we liaAm employed 50 
milligrams screened Avith one millimeter of brass Avith a layer of pure 
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gum rubber wrapped about the capsule. In a number of eases we 
have used 75 or 100 milligrams similarly screened and arranged in 
tandem. This reduces time and nausea and in one which contains 
fibroids, enables the radiation to cover a larger area. 

The vaginal walls are held away from one another by packing to 
protect the bladder and rectum. In ease the uterine canal is rendered 
so tortuous by tumor growth as to make it appear that there may -be 
any difficulty in removing the radium it is better to desist. 

During the period of irradiation we have had nausea occur in a 
little over one-half of our patients. This ceases almost invariably 
quite promptly on the removal of the applicator. In only one in- 
stance was it severe enough to cause anxiety during irradiation. In 
this case it continued for two days after irradiation. This woman 
gave a history of therapeutic abortion for vomiting, of eclampsia in 
her single pregnancy which went to term and of severe dysmenorrhea. 
She appeared to be of a rather neurotic type. 


We have had no unfavorable results after sufficient time had 
elapsed for irradiation to have produced whatever change could fol- 
low its use. Some of our earlier cases were treated nearly four years 
ago. We have had no reports of any unfavorable results which we 
could ascribe to radium. We believe therefore that criticism of irra- 
diation in benign hemorrhage based upon late harmful results is not 
well founded. 

There were seven eases in which the first treatment failed, necessi- 
tating either operation or a second irradiation. AVe had therefore 
98 per cent of successes. 


Of the eases which were operated upon after irradiation one was a 
simple myopathic hemorrhage, the uterus being scarcely larger than 
that of a healthy young woman. No lessening of bleeding followed 
1200 milligram hours. This woman refused further treatment with 
radium, and, as she was bleeding actively, and six months after irra- 
diation had a hemoglobin percentage of 35, a supravaginal hj’sterec- 


tomy was done. 

A second case was that of a woman who supported herself b; 
scrubbing. As radium did not relicA'e her and it was necessary tha 
she be put in condition to .support herself as rapidly as possible sh 
requested operation. She had returned to hard work within a wee 
after her treatment with radium. Another woman was operated upo 
in China where .she was serving as a missionary, about eighteen month 
after receiving 1200 milligram hours. 

The five who were irradiated a second time were all women of ver 
active life. One was a school teacher, one was a trained nurse one 
business woman, and two were laboring women. We cannot, of coursi 
state that activity causes a lessened chance of eure althoimh the fact 
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would seem to suggest it. Ninety-seven per cent were eventually re- 
lieved by irradiation. We have reckoned a cure as the cessation of 
bleeding in the older women and a return to a normal amount of flow 
in the younger women. It is an advantage in the latter, if radium 
is used at all, that they should be relieved of the results of too great 
blood loss without complete amenorrhea. 

It seems to us that a procedure which is capable of giving results 
as favorable as those we have recorded, with both danger and dis- 
comfort reduced to a minimum, must be regarded as the method of 
choice for the management of this class of cases. It is not properl}'^ 
a competitor of surger 3 L On the contrary, it should he regarded as 
a form of surgical therapy. Certain eases should be definitelj' ex- 
cluded from radium therapy and should be operated upon, while an- 
other group equally clearl.y are better treated bj' irradiation. Both 
surgical treatment and treatment b.y irradiation of uterine bleeding 
should be in the hands of the man of surgical and preferably gjme- 
cologic training, as he is far better fitted properly’- to differentiate 
those cases which are better treated bj’' irradiation from those which 
should be operated upon than one whose interests are whollj" in the 
radiologic field. 

The gynecological surgeon who does not utilize either surgeiy or 
radiotherapj'-, as the individual ease may require, can scarcely give 
women who suffer from benign hemoiThage all that the present re- 
sources of modern medicine entitle them to demand. 

CONCLUSIONS 

1. The maternal possibilities of the patient must alwaj’s be kept 
in the foreground, hence irradiation is of greatest value in Avoinen 
over forty. In younger women indications should be quite clear. 

2. In the presence of pelvic infection, past or present, radium should 
not be used. 

3. The larger fibroids are better removed surgical^. In small bleed- 
ing fibroids in women over foi-tjq radium is a valuable therapeutic 
agent. We prefer to restrict radium therapy to fibroids not over the 
size of a two and a half to three months’ pregnancy. 

800 Davis Street. 



RESUSCITATION IN ABDOMINAL SURGERY* 

By W. Wayne Babcock, M.D., Philadelphia 

C HILLING to the very marrow of the surgeon’s soul, is the evi- 
dence of a fatality on the operating table. Usually unexpected, 
the event is of dramatic and startling suddenness. The strong pulse 
and increasing blood pressure of the oncoming asphyxia has lulled 
the anesthetist to a false sense of security. The surgeon, noting the 
darkening color of the blood in the wound, has been reassured as to 
the excellence of the pulse ; the continuing respiratory movements are 
observed with satisfaction, while the lessening movement of tidal air 
does not attract attention. Suddenly, it is found that the respirations 
have stopped, the pulse is reached for but cannot be felt, the color of 
the face has faded from the purple of cyanosis to lividity and to ashy 
gray. The pupils dilate widely, and the operator’s hand, carried 
through the abdominal incision to the aorta and the left diaphragm, 
finds that the heart no longer beats. Panic seizes the operating staff, — 
“the patient is dead.’’ “But the pulse was so good a moment ago,’’ 
stammers the anesthetist. The patient is dead, but it is somatic death, 
and resuscitation is possible if the condition is not permitted to pass 
into molecular death. 

Now comes the supreme test of operating room efficiency and morale. 
Hardly seven minutes remain before molecular changes in the cere- 
bral cortex will make the death absolute, unless in the meantime the 
circulation is reestablished. Will the time be wasted in hypodermic 
injections which the stagnant lymph and blood will not move to 
the centers? Will ammonia, oxygen, amylnitrate be held before nos- 
trils that no longer function? Will methods of artificial respiration 
be used without checking up their efficiency on the air movements, or 
pi’ecious moments be lost in dusting off a pulmotor, or in trying to 
start the machine with empty gas cylinders? Will the blood paths 
be distended by large intravascular injections without definite efforts 
to empty and energize the heart. Will the assistant and nursing staff 
fail to respond instantly, uncertain as to what should be done in the 
emergency? Will the operator delay, unnerved and hazy as to the 
best line of action? If so, the patient’s life will probably slip through 
his hngers. 

In schools, theaters, on shipboard, in electrical construction, in 
mines, special precautions are required against panic, fire, shipwreck 
and asphyxiation. Fire drills and boat drills and drills in artificial 
lespiration are essential life-savung precautions. 

•Read at a meeting of the Philadelphia Obstetrical Society. March 1, 1923. 

m 
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Despite the constant danger to life, how manj’’ operating rooms 
hold emergency drills in resuscitation, or have printed and placed on 
the wall, the precise directions as to what should be done in such 
an emergency ? Without a well drilled staff, with such a limited time 
in which to act, when the patient’s heart stops beating during an 
operation, his life is in the greatest jeopardy. In such a great 
emergency, dependence on the operator’s commands, on memory or 
the impulse of the moment, should he absolutely displaced by a sys- 
tematic and time tested routine. Using the simplest apparatus, which 
should instantly he available, and in the most practical way possible, 
the efforts of the operating room personnel should be focalized for 
efficiency in the emergency. Three things are essential : First, the re- 
establishment of the circulation within seven minutes; second, the 
continuance of the tidal air movements in the lungs, without which the 
restored circulation cannot continue, and third, the maintenance of 
the temperature of the patient. The procedures used to accomplish 
these ends should not interfere one with the other. The Sylvester and 
Marshall-Hall methods of artificial respiration, we discard because 
they interfere with other measures to restore the circulation. Noth- 
ing should be done to prevent the anesthetist keeping in constant 
touch with the air movements and with the condition of the pulse. 
Nothing should be done to interfere with intravascular injections or 
cardiac massage. As a working plan, we would suggest the following : 

Upon the order “RESUSCITATION,” the patient is placed on her 
back with the arms extended and supported at the sides of the head. 

1. The anesthetist supervises the position of the head, neck, the 

pupils and the temporal or carotid pulse. Especially does she main- 
tain an unobstructed airway. She pries the jaws apart, if necessary 
pulls the tongue forward and by a delicate wisp of cotton affixed to 
the patient’s nose, or by her ear, notes the degree and amplitude in 
any respiratory movements. These she reports to the operator as' a 
guide to the efficiency of the artificial respiration, and she also re- 
ports any changes in the pupils or pulse.- - ' 

2. Assisiavt N.o. 1 immediately starts an intravenous injection in 
a convenient vein in front of the left elbow, — beginning with 200 mils 
of warm physiologic saline or Ringm*’s Solution, to which ten minims 
of a 1:1000 solution of adrenalin have been added. Often % minim' of 
adrenalin is ample and ten minims would Auolently strain the heart, 
so with the first evidence of a return of pulsations of the heart, he 
should instantly stop the injection bj’’ compressing the tube to prevent 
overstimulation, after which he only continues the injection from time 
to time, should it be necessary on account of a failing pulse. If the 
heart does not respond in the first 200 mils of solution, the injection 
is rapidly continued with successive additions -of 15, 20, .30, or more 
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minims of the adrenalin solution, until a response lias been obtained. 
The strong solution of adrenalin may be dropped into the funnel of 
saline, or for a more drastic and violent action, injected by a bypo- 
dermic needle tlirougli tbe rubber tube close to the intravenous needle, 
as suggested by Crile. This Assistant should be classed as inefficient 
if he'lias not introduced 50 mils of the solution by the end of three 
minutes, and dangerous or homoeidal if he has not properly intro- 
duced the needle by the end of five minutes. He should realize the 
great need of both precision and haste and should not hesitate in the 
emergency to make a free incision through the skin, pick up the vein 
upon his finger and accurately introduce the needle into the lumen 
of the vein by sight. 

3. Assistant No. 2 assists the operator to produce artificial respira- 
tion, first by rhythmic compressions of the chest in and back and 
down. He faces the head of the patient, uses his hands and the in- 
side of his elbows and forearms. His efficiency is reported by the 
anesthetist. He is classed as inefficient if his efforts do not produce 
audible air currents which strongly actuate the wisp of cotton upon 
the patient’s nose, or if he causes more than sixteen respiratory move- 
ments per minute, or fails to allow sufficient time for inspiration. If, 
through rigidity of the chest of the patient, or other cause, the com- 
pressions fail to move the tidal air, he is warned by the anesthetist, 
and without further delay he immediately passes to the head of the 
patient upon the right side, places a piece of gauze over the patient’s 
mouth, compresses her nostrils, and quickly filling his own lungs to 
the utmost, produces mouth to mouth insufflation, giving time for the 
air to escape between insufflations, while by pressure over the upper 
abdomen, the air is prevented from distending the stomach. In chil- 
dren, care should be taken not to overfill the lungs. The use of the 
pulmotor or similar mechanical appliances in infants has been re- 
sponsible for deaths several days later from the rupture of the walls 
of the aveoli of the lungs. 

4. The Operator, who has noted the absence of pulsation of the 
aorta and heart, carries his hand well up under the left diaphragm, 
and with the opposite hand over the chest, compresses the heart be- 
tween the two hands. About twenty or thirty compressions a minute 
sliould be used, the heart being well compressed and emptied and 
quickly released. The efficiency of the massage is shoivn in the ves- 
sels of the neck. ^ Often the massage will produce no response until 
a sufficient quantity of solution has been introduced into the veins 
to carry the adrenalin through the heart into the coi’onary arteries 
Cardiac massage stimulates the organ, relieves overdistention first 
emptying the old blood from the heart, and then permitting the ad- 
renalin solution to pass to the coronary vessels. With the first pulsa- 
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tioii of the heart, the beats iisuallj’- rapidly increase in rapidity and 
speed, and, as a rule, no further efforts at massage are necessary, 
provided the respirations are Avell maintained. If the heart is so 
large or so dilated, or in such a position that effective cardiac massage 
is impossible, and no response has followed, the injection of 500 mils 
of fluid with 4 mils of strong adrenalin into the veins, thoracic mas- 
sage or direct injection of the heart should be used. The author’s 
method of transthoracic massage, which is almost instantaneous, is 
by a stab one inch long through the third left intercostal space, one 
inch to the left of the sternum. The index finger follows the knife 
through the chest wall and partially circles the left ventricle and 
is so hooked as to rhjdhmieall}'’ compress the heart against the over- 
lying wall of the chest. To prevent pneumothorax, wet gauze is 
wrapped around the base of the finger and is held over the opening 
when the finger is withdrawn. Other measures failing, avoiding the 
internal mammary artery lying 12 mm. lateral to the sternum, three 
to sixty minims of strong adrenalin solution maj’- be injected by a 
fine long needle directly into the cavity of the left ventricle. 

Nurse No. 1 brings the tray, (sterile and alwaj^s held in readiness) 
containing a small funnel to which is attached four feet of soft rubber 
tubing, a suitable connection and a needle for intravenous injection; 
a scalpel, a ligature and thumb forceps, a dropper and reliable solu- 
tion of adrenalin and a hj-podermic syringe with a short and long 
fine needle. She .supports the patient’s right arm while the needle 
is being introduced and aids in the injection. This nurse is rated as 
inefficient if the apparatus is not complete, in good order, and avail- 
able fifteen seconds from the time of the order. 

Nurse No. 2 brings the sterile warm salt solution, fills the funnel and 
sees that the air is expelled from the tubing. This nurse should be 
rated as inefficient if the warm solution and the necessary para- 
phernalia are not at hand and ready for use within one minute from 
the time of the order. 

Fist percussion or compression over the precordia, or sudden in- 
version of the patient, often starts the heart ivithout resort to cardiac 
massage. With the elastic chest walls of children, cardiac massage 
is rarely necessary. Irregular cardiac contractions, tremors, fibrilla- 
tion, usually indicate a hopeless condition. 

Every person in the operating room should be checked and made 
to realize a personal responsibility for the patient’s life, and those 
who fail to develop a dependable efficiency, should be weeded out. 
Tlie operator should also prepare himself for the possible emergency 
by familiarizing himself with the feel of the heart through the left 
diaphragm and with the manner in which it can be best compressed. 
Tomorrow, during an abdominal operation, and without previous warn- 
ing, order an emergency intravenous injection, and rate your operat- 
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ing room efficiency by the time that it takes to introduce 500 mils 
of saline solution into a vein at the temperature of the body. My 
personal experience illustrated by the following cases, shows the 
tragic seriousness of not being prepared or efficient. 

Dcatlns fvoni delay in not iiitvodueing adreiializoil sahne solution. 

1. Somatic deatli under nitrous-oxide-oxygcn anesthesia for simple liystcrectoiny in 
a patient of twenty-eight.— Delay of ten miiintes in making the intravenous injec- 
tion. No response to subdiaphragmatic cardiac massage until the adrenalized so- 
lution began to flow freely into the vein, when there was immediate resumption 
of heart action. Respiration restored later by rhythmatic compressions of the tlioiax. 
Secondary generalized clonic convulsions from degeneration of the cortex, a icsult 
of the prolonged cerebral ischemia ending in death about sixteen hours after tlie 
operation. No other known reason for the death than the delay in restoring the 
circulation. 

2. Somatic death under stovaine spinal anesthesia during hysterectomy for a 
xery large fibroid in an obese colored woman of tbirty-eigbt. About twenty-five 
minutes consumed in starting the intravenous injection, after which the heart im- 
mediately lesponded to massage. Attempts at artificial respiration by compression 
of the chest, ineffective. Respiration established after thirty-five minutes by forced 
insufflation through a tracheotomy wound, — death two days later without return of 
consciousness as the result of the cortical degeneration. 


If the adrenalized solution had freely entei’ed the veins within 
five minutes of the heart failure, there is every reason to believe that 
these two lives would have been saved. The common causes for 
delay in the intravenous injection include the following: 

Apparatus not sterile or ready -for use. Needle occluded or too 
small, too large or having a bad point. Poorly fitted or leaking con- 
nections, old or obstructed rubber tubing. Saline solution not ready, 
too hot or too cold or containing flocculi or precipitate. Adrenalin 
solution oxidized, decomposed or inactive. Absence of scalpel and 
forceps. 

Failure to enter the lumen of vein, or vein transfixed, - the injection 
passing into the adjacent soft tissue or leaking from wound. Delay 
after repeated attempts to introduce the needle by simple puncture 
to freely expose the vein, lift it up and to accurately enter a needle 
into the lumen. This is a common cause for delay even with fairly 
experienced surgeons. 

In the second case after a number of attempts to inject veins in 
both arms, it was found that the vein had been transfixed and the 
solution was dripping from the wound. 


Death from Imperfect Careliae Massage. Case 3. . Simple appendectomv under 
ether anesthesia in a patient of twenty-eight. Intravenous injection started in three 
imnutc.s, while attempts at subdiaphragmatic cardiac massage were abo made 
Ao response in ten, niinutes-when it was evident the Assistant had been massaging 
tlie Ivor or some other organ, as we found that two actual compressions of the 

c'SlL^ro of tlL 

no return of consciousness, and death four or five l.ours later, a result of 
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the cortical degeneration. In this case there is eveiy reason to believe the pa- 
tient would have lived had the heart been properly massaged. 

Death from Inefficient Artificial Kespiration. Case 4. Operation under spinal 
anesthesia by stovaine for gangrenous cholecystitis and upper abdominal purulent 
peritonitis in a woman of about forty. Heart action restored after intravenous in- 
jection of adrenalized saline. Attempts at artificial respiration blocked by regurgita- 
tion of an enormous quantity of fluid from the stomach. Attempted insufflation 
by the Meltzer-Auer method seemed to do more harm than good. The heart con- 
tinued to beat for fifteen or twenty minutes, the patient dying from our failure to 
restore the respirations. In such a case of regurgitant vomiting, an emergency 
tracheotomy should be instantly considered to prevent the patient being dro^vned 
by her gastric contents. 

In a number of instances, we have been able to restore the circula- 
tion, but the usual efforts for artificial respiration have failed to pro- 
duce movements in the tidal air. In at least two of these patients, 
life was saved by mouth to mouth insufflation, while had we continued 
on the efforts at artificial respiration by compressing the thorax 
without carefully watching for movements of the tidal air, both of 
these patients would have died on the table. 

There are certain patients Avho have such advanced molecular 
changes at the time of operation that all resuseitative measures fail, 
patients nearly moribund from sepsis, old age, advanced cluonie 
degenerative changes and severe shock. Recently we attempted re- 
suscitation in an elderly, starved and toxic man, who for two or 
three months had had an obstimction of the colon from carcinoma. 
In this patient there was no response to thirty mils of 1-1000 adrenalin 
solution promptlj^ administered intravenously or to subdiaphragmatic 
cardiac massage. The injection of two mils of strong adrenalin solu- 
tion directly into the left ventricle with direct massage of the heart 
through a thoracostomy wound only produced feeble fibrillaiy con- 
tractions of the heart. Of course, such patients are hopeless, but in 
the average ease of somatic death during an operation, a few minims 
of adrenalin solution properlj'" given in association with the other 
measures mentioned, will restore powerful cardiac contractions. As 
a rule, when the circulation is restored within seven minutes of the 
time of its cessation and efficient artificial respiration given, the 
patient will recover with little evidence of the danger through which 
he has passed except, possibly, a sore arm and a sore chest. 

203.1 Walkut Street. (For discusaion, see p. 235.) 



THE INCIDENCE OF CERVICAL EROSION FOLLOWING 
NORMAL CHILDBIRTH AND RESULTS OBTAINED WITH 
THE DICHINSON METHOD OF TREATMENT^^ 

By Wm. Iverwin, M.D., St. Louls, Mo. 

A ll of us who are in the habit of making routine postnatal exami- 
nations are struck by the frequent occurrence of cervical erosion 
following normal delivery. Attempts to correct the condition bj 
chemical applications are met with few successes. It was this fact 
that prompted the popularization of the Sturmdorf operation, which, 
while successful so far as the erosion is eoneeimed, leaves the patient 
frequently with a distorted cervix, and subjects her to a surgical 
procedure, which necessitates hospital care. 

At the St. Louis Municipal Prenatal Clinics I have at my disposal 
a vast amount of material on which I could study the frequency of 
erosion in women who delivered spontaneously. 

Since January 1, 1922, we have made observations on 102 cases 
delivered through our clinic, and have found that 21 women -who 
delivered themselves spontaneously showed a marked cervical erosion, 
ranging in size from a nickel to that of a half dollar, and all having 
a profuse purulent discharge. 

As a contributing factor in the etiology we did not attempt to rule 
out gonorrhea, but Wassermanns are the routine in our clinic, and 
only three of the 21 eases show a two-plus or more, reaction. 

It was interesting to note that out of 51 white women 18 showed • 
erosion, while in 51 colored only 3 presented the picture. This prob- 
ably could be explained in the same way that colored women in 
general have fewer of the common postobstetric sequelae. As you 
all know lacerated and relaxed conditions in the colored women are 
the exception, while in the white they are rather the rule. 

The pathology of erosion was well described by Eden at the Chicago 
meeting of the American Gynecological Society in 1920. He holds 
that in cervical erosion the columnar epithelium proliferates and 
glows out to destroy the squamous epithelium, which normally covei's 
the vaginal side of the cervix. He sees in the erosions the danger of 
a precancerous condition. 

Because of this danger and the symptoms attending erosion it be- 
comes our duty to cure all erosions encountered. 

Since reading Dickinson’s article which appeared in the December 
(1921) number of the American Journal of Ohsiefrics and Gynecologxj, 

•Read before the St. Louis Gynecological Society, March 10, 1922. 
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on the treatment o£ cervical eversion Ave have felt greatly encouraged 
in the attempt to cure erosions. 

In general four methods of treatment are in use: (1) The appli- 
cation of chemicals, wliich is Avholly unsatisfactory; (2) the appli- 
cation of radium, AAdiich at present is impractical in the hands of 
most of us, and attended by danger in some instances; (3) surgical 
treatment, Ai’hieh necessitates hospital care, and (4) Dickinson’s 
cautery knife, AA'hich is both simple and satisfactory. 

The Dickinson treatment consists in making rather deep cuts on 
the anterior and posterior surfaces of the cervix, extending from the 
internal os to the outer margin of the erosion. His technic is de- 
scribed in detail in the paper cited aboAm and I need not go into 
further description here. 

kly experience AAuth the method has been obtained in the treatment 
of 12 cases, six of them erosions AA'ith profuse purulent discharge, 
and six eases of endocervicitis, Avith the same symptom. The treat- 
ment is painless. The eases reported back at the end of a Aveek, and 
in all there Avas a marked change in the character of the discharge, 
it being Avatery and profuse, instead of thick and purulent, as before 
treatment. The erosion Avas alread}' disappearing and Avas on the 
AA’hole smooth instead of granular. In some cases a necrotic plug 
Avas seen lying in the cervical canal. This was not disturbed, for on 
the second visit, a Aveek later, the plug Avas almost cast off. At the 
end of the first Aveek there could usually be seen islands of squamous 
eXjithelium groAvuig toAvards the external os. These resembled in 
appearance the islands of neAv skin groAving OA’er a granulating Avound. 

A second application of the cautery Avas made at the end of the 
second Aveek and in practically all of the cases the second application 
cured the erosion. In the cases of endocerAdcitis one application 
usually sufficed. It Avas interesting to note the effect on a lacer- 
ated cei’Adx AAdth eA^ersion. The reti’aetion of the scar infolded the 
margins and gaAm the appearance of a nulliparous cerAdx. 

A typical case of the first group is the folloAAdng : An erosion the 
size of a half dollar Avith a profuse blood tinged purulent discharge, 
in a Avoman Avith a child of six months, Avas treated January 31, Avitli 
tAvo anterior and one posterior incision. On February 7, the erosion 
Avas practically healed, and the discharge Avatery. On February 14 
the formerly eroded cerAdx AA'as smooth and shoAA’^ed islands of squa- 
mous epithelium projecting to AAdthin the external os. Tavo lateral 
cuts Avere made, and on February 28 the cerAdx appeared entirely 
normal AAdth no signs of erosion or discharge. 

A typical case of the second group Avas that of a AVoman, five months 
postpartum, AAdiose cerAdx shoAved no erosion, but there Avas a thick 
discharge and cA'crsion due to a laceration. Anterior and posterior 
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incisions were made on Februarj’- 9. On February 14 tbe discharge 
was profuse and watery, a necrotic cervical plug was present. On 
jMarch 6 the cervix appeared normal with no discharge and it was 
no longer possible to see the former scar that had existed. 

SUMMARY 

1. Cervical erosion occurs in 20 per cent of women going through 
normal childbirth. 2. Every cervical erosion should be treated. 3. 
Cervical erosion can be cured. 4. The cautery knife treatment is 
simple, quick, painless and satisfactoiy. 


Lister Building. 



THE DIAGNOSIS OP BORDERLINE OBSTETRICS 

By George Clark Mosher, M.D., Kansas City, Mo. 

O BSTETRICS has for centuries been the Cinderella in medicine be- 
cause its practice has not, heretofore, been limited. But Avhether 
in the hands of the ignorant midAvife, or used by the embryo in the 
specialties, as an expedient, or accepted by the general practitioner 
as a routine part of the day’s Aimrk, it has not, until the last tiventy 
years, taken its place as a distmct art 'demanding the full time of its 
devotees as a dignified profession. 

To this situation more than any other, must be ascribed the melan- 
choly fact that morliidity and mortality in childbn'th have not lessened 
and that jmar after j’^ear Ave are told that 16,000 prospectKe mothers 
in this countiy annualty go doAAm into the A'alley and ncAmr return, 
and that 250,000 infants are sacrificed during the first year of life. 

These shocking reA'elations do not sjAring from the serAuee of the 
obstetrician but are comiAiled from the figures coA'ering the census 
returns of the Avhole country. And on their account the United States 
still holds its unenviable place as seA'enteenth among the nations of 
the earth instead of standing at the top of the list. 

In this one department of diagnosis alone, time is bound to verify 
or to dispute the opinion of the oracle, and that is the question as to 
Avhether a Avoman is pregnant or not. 

The embarrassment to the examiner Aidien the result demonstrates 
itself and it does not coincide Avith the expressed A^crdict may be only 
personal, or it may be disastrous to .the patient ; indeed, there may be 
much dependent on the outcome of the examination. 

One point in connection Avith the diagnoses of pregnancy under aA^er- 
age normal conditions is that the patient hei’self has already reached 
a conclusion, and her physician may or may not be consulted to cor- 
roborate her AUCAv. 

With the sub.iectiAm and objectiA’e symptoms set jilain, there is little 
difficulty in the diagnosis, for, to use but the one symptom in the de- 
A'elopment, to the married AA-oman, ordinarily healthy and during the 
child bearing period, the .suppression of the menses is the iiiAmriable 
sign of pregnanty, and this suspicion is generally A'erified later on. 

The Avoman Avho marries late, or the Avife aa'Iio has been sterile, 
after having been married a number of yeai’s, finds herself in doubt 
as to her menstrual health as the age of menopause approaches ; or the 
Avoman Avith abdominal pain or enlargement, in Avhose mind the 
question of tumor arises, these are the typical cases AAdiich usualty 
comprise the list causing gi-icf in their interpretation. 
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The differential diagnosis as between normal pregnancy and ectopic 
gestation, fibroid or 'cystic tumor, under these circumstances is often 
difficult and may baffle the most expert, certainly, is apt to be the 
Waterloo of the inexperienced. 

The following instances of suiTrising error in the differentiation of 
cases, selected from those coming under my personal observation dur- 
ing the past few months in consultation, lead me to believe that much 
good may follow the discussion of the subject of borderline obstetrics, 
whether of early pregnancy, or of dystocia in labor. 

A woman, aged thirty-nine, who was nervous and disturbed because of the sup- 
pression of the menses since January, presented herself for examination in May. 
She had a daughter, aged thirteen, and no subsequent pregnancy. Owing to insomnia, 
nausea, suppressed menses and a chain of symptoms of neurosis, she had consulted 
a diagnostician in March. After an examination she was assured that all the preg- 
nancy she had was in her head. A month in bed in the hospital, with milk diet and 
massage, would cure her neurasthenia and she rvould be well. According to her his- 
tory she had only one pelvic examination and that during the first interview, a 
part of a complete physical examination which had been made at that time. Having 
the advantage of two months in my favor, the development of the fetus itself dis- 
closed the real condition of the patient. All worry cleared up, symptoms disap- 
poai-ed and a normal pregnancy has been under observation, to be terminated in 
September. 

A multipara, aged thirty-eight, married one year, consulted me in June and pre- 
sented a history of nausea and suppression of menstraation and of having been 
under treatment by a stomach specialist who had made no pelvic examination, but 
after test meals, had given her lavage for two months on account of intractable 
vomiting. This proved also to be a case of pregnancy, and will be delivered probably 
before this paper is read. 

A woman from a near-by college town, the wife of one of the faculty, had been 
under observation for four months by an internist, who had diagnosed pregnancy. As 
eight montlis had elapsed when I saw her, the tumor showing but little change, the 
diagnosis of right ovarian cyst was made without difficulty, and the diagnosis W'as 
verified by operation and removal. 

Two cases of laparotomy following a diagnosis of ectopic gestation whichi proved 
each to be intrauterine pregnancy, and an operation fox fibroid uterus, which was 

found to bo a normal pregnant enlargement, have come under observation during the 
summer. 


These are spectacular exhibits, but not remarkable but for the fact 

that the condition might have been cleared up by obstetrical consulta- 
tion. 


Now there exists a furore for cesarean section over the country. 
This is a deplorable situation. In every county seat surgeons are 
doing abdominal delivery, although they have had little or no expe- 
rience in pelvic measurements, or, at least, without giving the pa- 
tient the benefit of employing them, or with no calculation of the 
comparative relation of passage and passenger, and for no better indi- 
cation than occiput posterior positions, or other delayed labor We 
leai of forty cesarean sections in one clinic, or one hundred in an- 
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Other, in one year, and Ave are appalled at the temerity of such inter- 
ference A\dth a physiologic process. 

Rndolph Holmes’ prediction that obstetrics is becoming a lost art 
seems about to be verified unless aa'C can SAving the pendulum back to 
a normal perpendicular. 

In Kansas City three of the most capable surgeons have long made 
it a imle to do no cesarean section Avithout the opinion of an obstetri- 
cian. Since the approximate size of the fetus can be so nearly deter- 
mined by means of the measurements of McDonald, Ahlfeld, or Paret, 
and the pelvic capacity can be demonstrated by routine examination, 
there can be no argument as to the right of the patient on Avhom the 
section is contemplated, to haA'e CA'cr}' safeguard throAA'n about her, 
before resorting to a major surgical operation, Avhen Katuj'e may be 
competent to terminate her problem per vias iwinrales. 

There are a feAV internists AA'hose skill is so paramount that they can 
coA'er the field of the entire human body AAdth equal and unerring ac- 
curacy, and Avhile in the diagnosis of problems affecting the orgaiAism 
in general their Avork may be most commendable, they are apparently 
not infrequently apt to fail in the appreciation of the physiology and 
pathology of the pelvis. 

And since the Avoman of today so seldom exhibits a perfectly normal 
anatomy, the surgeon Avho considers doing an operation AA’here the 
question of pregnancy is invoh'ed, is Avise Avhen he has availed himself 
of the best judgment of the obstetrical or gyjiecological expert in his 
eommunit 3 L 

1100 Grand Avenue, 



NEPHROLITHIASIS AND PREGNANCY 

By Aime Paul Heineck, M.D., Chicago, III. 

D uring pregnancy, the proper and adequate functioning of the 
kidneys is of paramount importance. During gestation, lesions 
affecting the urinary organs assume a particular importance and in- 
terest. It is conceded that normal pregnancy plays an important 
role in the etiology of calculi, both large and small; therefore, the 
disturbances of nutrition incident to lactation, and the superalimenta- 
tion necessitated by, and accompanying, gestation, are factors which 
must not be disregarded. 

During pregnancj^ the kidneys are abnormally taxed by the secre- 
tory load consequent to increased metabolic activity and to elimina- 
tion of fetal and maternal waste products, and are, in addition to the 
ureters, also subjected by the gradually increasing pressure of the 
gravid uterus to abnormal physical conditions. During pregnancy, 
the skin is less active than normally; it excretes less; the pregnant 
woman’s physical condition is one of decreased resistance. Such 
direct factors as the aforementioned and others acting indirectly as 
sluggishness of the bowels and consequent constipation, not uncom- 
monly observed during pregnancy, can easily impair normal kidney 
efficiency and can and may provoke renal disturbances even in the 
absence of pre-existing or predisposing renal lesions. Therefore, it 
is conceivable that a kidne}’", the seat of disease, may be further im- 
paired, functionally and anatomically, during and by the pregnant 
state. 

If only one kidney be affected, the organism may and u.sually does 
accommodate itself with the sound kidney; but during pregnancy, the 
■sound kidney alone may fail to adequately eliminate the combined 
waste products of mother and fetus; signs of toxemia may appear. 
It must then be decided upon the conditions presented by each indi- 
vidual case, whether a woman with a known kidney lesion, is to be 
allowed to undergo the risks of pregnancy with the added strain 
nhich it throws on the kidneys. If a renal calculus or calculi are 
present, the medical attendant must determine whether its concom- 
itance with the progress of pregnancy is permissible in the interests 
of mother and child; and should these interests demand it, what 
operative measure is called for. On one hand, there is the eertaintv 
of increased work for the kidneys, with a possibility of their failure 
to accomplish it; on the other hand, while the risks arising from 
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operation maj' to a large extent be eliminated, and are, in a sense, 
minimal, yet operation offers no positive guarantee that urinary se- 
cretion will be increased. Pregnancy demands efficient kidney func- 
tioning. If renal iitliiasis be present and operative relief is clearly 
indicated, we must know how operative intervention will affect the 
existing pregnancy, and whether it will in any way incapacitate the 
woman in the event of a subsequent pregnancy or pregnancies. 

In this paper, the special kidney lesion I wish to discuss is nephro- 
lithiasis. In its etiology, renal lithiasis is intimately related to food 
ingestion and food utilization. Excessive, insufficient, or unsuitable 
foods and metabolic disturbances are factors that at once affect the 
blood; by hampering the eliminative functions of the kidneys, they 
predispose to urinary retention and calcareous deposits. 

In considering nephrolithiasis as affected by pregnancy we have two 
main questions to deal with : First, nephrolithiasis complicating an ex- 
isting pi'egnaney ; secondly, whether a pyelotomi}’-, nephrotomy, nephrec- 
tomy, or other surgical operation done for lithiasis jeopardizes the health 
or life of mother or fetus in the event of a subsequent pregnancy. 
Our conclusions are based on a somewhat exhaustive analysis of 
cases reported in the literature, and on our own personal clinical 
experience. 

Benal calculi are not commonly met with in pregnancy principally 
because they are not common in the female sex. When renal calculi 
are present with or without infection, antenatal treatment is neces- 
sary because, the additional renal activity provoked by pregnancy 
favors increase in size and number of such calculi as are present. 
(Marion [ 8 ]). The indication is to relieve the kidneys and the organ- 
ism from any toxemia due either to deficient renal elimination, or to 
infectious processes present in the kidney itself, or to both of these 
causes. This can be partially effected b3’^ hygienic, dietetic and medic- 
inal measures. If the stone be small, efforts to secure elimination 
through the natural channels are occasionallj'’ successful. If the cal- 
culus be in the pelvis and the parenchyma not or but slightlj'’ injured, 
a simple pyelotomj' suffices. If there is but one stone in the kidnej', 
a p3'elotom3* or a simple nephrotomy with a small incision may suf- 
fice. But, if the lesion be severe, if the stones be multiple, branched, 
coral-shaped, etc., a nephrotomy or even a nephrectom3'’ may be indi- 
cated. The failure of palliative measures, the sevei’it3^ of the symp- 
toms presented by the patient, the nature and characteristics of the 
calculi, the extent and nature of the associated lesions, the anatom- 
ical state of the affected kidne3’’ or kidne3*s, and the patient’s general 
condition, give the indications for operation and for the t3'pe of 
operation to be performed. 
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AVlien patient’s other kidney is. in, good functioning condition, 
unilateral litkiasis usually does not (in the absence of severe symp- 
toms or advanced degenerative changes in the calculous. kidney) seri- 
ously complicate pregnancy or labor ; but with bilateral lithiasis, the 
conditions of kidney functioning are usually such as to demand opera- 
tion. Braasch^ states that 12 per cent of nephrolithiatie cases are 
bilateral. In bilateral nephrolithiasis, it is desirable, if possible, that 
both kidneys he saved; a patient never has too much renal paren- 
chyma. The kidney with the best functioning should be operated on 
first and the other kidney, some weeks later if conditions be favor- 
able. Some operators of wide repute advocate simultaneous operation 
on both kidneys. After kidney operations for removal of calculi, 
when the associated infection is slight, drainage of the renal pelvis, 
parenchyma or perirenal tissues may be omitted, but, generally, post- 
operative drainage is indicated; it aims to protect the kidneys from 
further disastrous effects of the infection and enables the organism to 
better withstand and overcome toxemia. 

Even though urgent symptoms be absent, calculi occurring with 
bilateral pyelonephritis must always be removed. The same indica- 
tion obtains in cases of multiple calculi. In the presence of calculous 
anuria, immediate operation is imperative!}’- indicated. Very large 
calculi, especially if branched, coral-shaped, etc., cause so much tissue 
destruction, that ordinarily nephrectomy is called for. 


While it should be the general rule not to subject pregnant women 
to the shock of major operations, one must not overlook the fact that 
during gestation, the prognosis of kidney operations is largely sub- 
ordinate to the state of the affected or unaffected kidneys. The tol- 
erance of even advanced pregnancy to major operations is well known, 
and it will be shown that if the necessity for such an operation exists, 
pregnancy in itself, within certain limits, is not a contraindication. 
Operations for nephrolithiasis do not unfavorably influence the evo- 
lution of pregnancy or in any way disturb delivery or the puerperium. 
This IS all the greater reason why operative relief should be sought 
when other means fail to bring about the desired result in regard to 
kidney-efficiency, removal of toxemia and cure of the latter’s source. 


Operative relief being indicated, it is necessary to determine as 
accurately as possible the functional value of the kidneys. For this, 
both cystoscopy and ureteral catheterization are useful procedures. 
In obscure cases of suspected lithiasis, a pyelogram is a valuable aid 
for identification and definite localization of shadows; but pveloo-- 
raphy has dangers in the hands of the unskilled. It should be em- 
P oyed only by one having had considerable cystoscopie experience 
as well as numerous opportunities and facilities for observing patients 
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Avitli renal or ureteral lithiasis. It is advisable tliat pyelography be 
restricted to eases Avhicb can be accurately diagnosed in no other ■way. 

In choosing between pyelotomy, nephrotomy and nephrectomy, one 
is guided bj’" the conditions found after exposure of the kidney and 
determination of its actual state by inspection. It should be affirmed 
at the outset, that pyelotomy is the operation of election, nephrotomy 
and nephrectomy being operations of necessity. Nephrotomy has dan- 
gers, chief among which is secondar 3 ’^ hemorrhage. Even a perfectlj’’ 
regular nephrotomy udth easy extraction of the calculus or calculi, 
can be followed by a postoperative hemorrhage severe enough to re- 
require a nephrectomy. In a nephrotomj^ the incision should be 
almost invariabl}’’ along the external convex edge of the kidneju 

An associated pjmnephrosis or hj’^dronephrosis maj’- necessitate a 
nephrectomj^; the degree of destruction of the renal parenehj^ma and 
pelvis will decide. It is questionable whether it is worth while to save 
an organ having scant functional value and showing marked ana- 
tomical changes when a complete recoveiy can be obtained, by a 
eomparativelj’’ safe operation. The existence of a pregnancjq if not 
advanced beyond the sixth month, does not affect the opei’ative indi- 
cations, as the gestation can continue its normal evolution uninflu- 
enced, or onlj' slightlj’- so, bj’^ pyelotomj-, nephrotom 3 >- or nephrectomjL 
All unnecessar.y trauma and manipulations are to be avoided, so as 
to impair as little as possible the local tissue resistance, prevent 
wound contamination and minimize operative shock. 

Clinical and laboratoiy evidence of veiy low kidne.y functioning 
maj' contraindicate nephrectomj^, especiallj’^ if the sj^mptoms are not 
\evy acute. In eases totallj'- unsuited to operation, nonoperative meas- 
ures, of necessity’, must be emploj’-ed. Cases of pregnancy with renal 
lithiasis have been carried to term with such treatment. 

A search through the literature has brought to light a number of 
eases of nephrolithiasis complicating pregnancy. Only a few are 
reported with sufficient data to permit utilization in this paper. 
These, amounting to twenty-nine cases, are collected in Table A. 

A studj- of this table shows that sixteen cases were operated during 
pregnancj-, the operation performed being a nephrectomy in three, 
a pyelotomy or nephrotomj^ in ten, one ureterotomj' and in two cases 
the nature of the operation is not stated; ten cases were not operated; 
three were operated after the pregnanej’’; and in three eases, no par- 
ticulars as to the course followed are given. Two of the three nephrec- 
tomized patients had normal labors with a living child at term; no 
complications are reported. The period of gestation in these two cases 
was 2 and 2% months, respectively, at time of operation. A nephrec- 
tomy done at the fourth month of gestation was followed after a few 
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no operation was done and tlic prcffnancies ended normally 
at term. 
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days by miscarriage. Five of tbe iiepbrotomized patients proceeded 
to normal labor at term and delhmry of healthy children. In three 
cases, no particulars as to the labor are given. Of the two eases in 
Avhich the nature of the operation- is not stated, in one ease, the pa- 
tient went to normal labor at term, and in the other, no particulars 
are given. In the nephrotomies followed by normal labor at term, 
the age of the gestation at the time of operation varied from 2 to 
7 months. 

In these 29 cases with nephrolithiasis during pregnancy, the his- 
tories shoAV sixteen children born normally at term; in eight cases 
nothing is stated with regard to the subsequent course of the pregnancy 
and labor; in four cases which Avere operated after the pregnancy, 
the history shoAved disturbances in pregnancy and labor in only 
one case. One case Avas treated by lavage of the renal pehus and 
proceeded to term. Bugbee- remarks that catheterization of a preg- 
nant Avoman is not difficult; a moderate amount of pressure may be 
required to advance the ureteral catheters, if there is torsion or kink- 
ing, AAdiich is more usual in the case of the right ureter. 

In the one case of mishap (miscarriage) after a nephrectomy per- 
formed during the fourth month of pregnancy, the kidney condition 
Avas at least ten years old; the removed kidney Avas large and pussy, 
hardly any of its substance Avas left. The condition Avas franklj’- bad. 

Schmidts collected 36 cases of nephrectomy performed on pregnant AA'onien for 
A’arious pathological conditions including renal lithiasis. Of these, 4 were in the 
second month of gestation; 6 in the third month of gestation; 8 in the fourth 
month; 7 in the fifth month; 4 in the sixth month; 2 in the eighth month; and 
in the others the age of the pregnancies is not definitely stated. In seven cases, 
the effect on pregnancy is not stated. 

In 1 case, the operation Avas done almost at the time of delivery; spontaneous 
birth Avith a liA’ing child occurred. In 2 cases, the patients died; 21 of the others 
had a normal labor at term; 3 had spontaneous abortion; 1 had induced abortion; 
1 had induced labor; and 1 had a dead fetus extracted. In four eases, it is stated 
that liarmful effects occurred as regards the fetus. 

Sclimidt is of tbe opinion that a nephrectomj’- performed during 
pregnancy, in eases in AAdiich a diseased kidney has influenced its 
mate, may precipitate eclampsia. He belieAms that pre-existing 
chronic disease of the kidney is a A'ery important factor in the etiology 
of eclampsia. Eclampsia is not mentioned in any of the 29 operated 
or non-operated cases collected in Table A, of nephrolithiasis dur- 
ing pregnancy. In all cas?s, in AAdiich the puerperium Avas discussed, 
it Avas normal. 

Clinmal experience fully sIioavs that in a woman otherwise a good 
operative risk, a pyelotomy, nephrectomy, or a nephrotomy done'' for 
nephrolithiasis during the early months of gestation, does not jeop- 
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ardize the life of either mother or child. It can be affirmed that if 
such an operation is indicated, its performance is safe and should not 
be delayed. 

The question of the obstetrical future of ivomen having hut one 
kidney has given rise to much discussion, and in the literature relating 
to it, there is fair agreement in arriving at conclusions. Pregnanc}’- in 
nephrectomized ivomen occurs far more frequently than is reported 
in the literature, as the number of nephrectomies done on women 
within the age limits of sexual activity is considerable. 

I have found in the literature 30 cases reported with sufficient data, 
in which pregnancy followed a nephrectom}'- or nephrotomy done for 
nephrolithiasis; these eases are shown in Table B. In three of these 
cases, the pregnaucj" occurred within a 3 ’’ear of the nephrectomj'; in 
one ease, within two years of the nephrectomy, and in one ease within 
three j’-ears. At least in two eases, the remaining kidnej^ was affected. 
One of these women had three children after the operation; she later 
died from urinarj^ complications. In one case, pregnanej’ occurred 
within two years following a nephrotom 3 ^ In 21 cases, the time of the 
occurrence of pregnanej^ following operation is not stated. In most 
of the cases, the pregnancies do not appear to have been modified in 
any waj"- bj^ the operation. When labor was difficult, the difficulty 
was due to some cause other than the operation. One case is to be 
excepted, in which the operative scar ruptured owing to the strong 
labor pains and a forceps deliveiy was perfoi'med in order to avoid a 
ventral hei-nia. In the cases therein enumerated, it is reported that 
30 women on whom a nephrectomy or nephrotomj’’ had been previouslj'- 
performed, bore 32 healthy children. Prom the histories, one sees that 
operation was not folloAved bj'" anj'- untoward incident of particular 
importance dui’ing the pregnanej’’, labor or puerperium. The cases 
therefore, bear the opinion expressed by Schmidt, Cova, Tw}'’man, and 
other authors. Pregnancy, if not occurring too soon after a pj'elotomj’, 
nephrotomj^ or nephrectomj’’, is not hazardous, providing the remaining 
kidney is not diseased. If the remaining kidnej^ is diseased, and not 
functioning properly, childbearing is dangerous to mother and child 
and is not to be recommended. 

The eases recorded show that even when the remaining kidney is 
involved, the patient does not run any particular risks from the fact 
of p^egnaneJ^ The number of cases reported is small and too limited 
to justify a dogmatic opinion, but they appear to be the onfy ones 
recorded. 

Cova* collected 73 cages in which pregnancy followed a nephrectomy clone for 
various conditions. In no case was there abortion or premature delivery; all cases 
went to term and evoluted without any grave disturbances. If there was some al- 
buminuria, it was never severe and never called for obstetrical treatment. In 



HEINECK: NEPHROLITHIASIS AND PREGNANCY 


201 


some eases, subsequent pregnancies are recorded 'vvith equally good results. It 
will be seen that these are the results recorded . generally in Table B, for nephro- 
lithiasis. Nor does the development of the fetus appear to have suffered in any 
way. 

Hartmann^ found records of 115 cases in wliich a nephrectomy or other major 
kidney operation done on women for various conditions (10 for litliiasis) was fol- 
lowed by pregnancy. In 74 nephrectomies, there were two deaths from eclampsia, 

1 death from renal insufficiency, and 1 abortion. In 66 cases collected by Poussons 
in which nephrectomized women conceived, there were only 7 abortions; 13 of 
these women had subsequent multiple pregnancies. The infants were living and 
well at birth. In discussing the condition, IjCgueui tliinks that in the absence of 
complications, pregnant women should not during pregnancy be operated on for kid- • 
ney lesions. Marion® thinks that women showing kidney calculosis during preg- 
nancy can be classified into two groups. First, those in which the calculus causes 
complications and which every one is agreed should be operated; secondly, those 
in which there is an absence of symptoms. In this second category, Marion dis- 
tinguishes those at the beginning of pregnancy and for whom there is every ad- 
vantage of preventing infectious complications. These can be operated without 
risk. In cases in which the pregnancy has passed the- sixth month, events should 
take their course. 

Matthews® quite recently collected 265 labors occurring in 241 nephrectomized 
women. Only fifteen were complicated and there were but two deaths. Matthews 
concludes that after nephrectomy pregnancy follows its normal course and is but 
little more hazardous to mother or child than pregnancy under normal conditions, 
providing the remaining kidney is functioning properly. There is usually some 
albuminuria during the last weeks. If a severe “pregnancy pyelitis” occurs, the 
pregnancy should be terminated. 

Hartmann’s® study of the literature leads him to conclude that the removal of a 
diseased Iddney, does not exert any unfavorable influence on the development of fu- 
ture pregnancies, and that this operation does not expos© the patient to interruption 
of pregnancy, any more than other major abdominal operations. 


Kidney operations, during pregnancy, especially nephrectomy as it 
throws the entire unrinary elimination on one kidney, have received 
considerable attention. It has been assumed, and verified at autopsies, 
that after a nephrectomy, the remaining kidney undergoes hyper- 
trophj’- and is capable of doing additional work. Tridondani“ has 
discussed the loss of a kidney in pregnant women. He does not 
accept the belief that there is a sufficient compensative power in the 
remaining Iddney simply by hypertrophy to deal with the exeremen- 


titious materials of the body. 

Tridondani contends that during pregnancy venous stasis is induced 
in the kidney ; first, by pressure of the enlarged and enlarging uterus 
on the renal veins; secondly, by engorgement of the abdominal ves- 
sels; and thirdly, by the fact that the uterine arteries during preg- 
nancy draw ofe a large proportion of the blood from the kidneys. 
This venous stasis affects the nutrition of the glomeruli both by the 
increased amount of urea secreted and the irritation caused and 
predisposes to albuminuria and other kidney complications of ’preg- 
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nancy. Tridondani thinks that renal venous stasis is compensated 
by hypertrophy of the left ventricle of the heart and that the danger 
arising from the kidney is obviated in pregnant women with a sound 
heart. These views have been assailed bj'' Twyman^^ and others who 
think that there is no anatomical support for them. Twyman thinks 
that the safetj- of the woman pregnant after a nephrectomy does not 
depend on hypertrophj'- of the remaining kidney alone, but in an 
increased action of all the emunetories of the bodju If ihe reimining 
kidney is diseased, pregnancy subsequent to a nephrectomy is danger- 
ous for both mother and child. It should be avoided. 

Whatever be the correct facts regarding the elimination of waste 
products during pregnane}’-, statistics support the view that a neph- 
rectomy for any cause prior to any pregnancy is not a particular 
menace to the latter’s evolution, and threatens neither the maternal 
nor fetal life. The loss of a kidney does not appear to unfavorably 
influence pregnancy, nor does pregnancy appear to put any strain on 
a nephrectomized woman that it does not put on a non-nephreetom- 
ized woman. The clinical facts do not show that a woman with but 
one kidney, whether it be in a perfectly sound condition or not, runs 
a much greater risk by becoming pregnant than in the ordinary 
course she would run from such kidney condition. A woman with one 
healthy kidney does not, as far as the facts show, run any more risk 
from pregnancy than does the woman with two kidneys. 

Schramm,^- one of the first to study this question, advised that for 
fear of eclamptic convulsions it was not safe for a woman with but 
one kidney to undergo the risk of pregnancy. This opinion is not 
.iustified by the facts reported in operations since then carried out. 
There is always a possibility or perhaps even a probability, of some 
damage and risk when elimination must be entrusted to one of even 
two normal kidneys at a time when there is abnormal production of 
exerementitious matter, and an unusual degree of risk of lesion to 
the organ. But it is probable that other agencies during this time 
take up the work of elimination. Roger^® has recently shown by 
experimentation that the lungs, in addition to their purely respiratory 
functions, have a de-toxieating action and can aid other exeretory 
organs in the conversion and elimination of poisonous substances. 
Pi’om a study of the literature, I can say that there should be no 
hesitation in permitting a nephrectomized woman to marrj’ or run 
the risk of pregnancy if she has one good functioning kidney, and 
this is especially true if the nephrectomy has been done for nephroli- 
thiasis. Sufficient time should be allowed to elapse after the opera- 
tion to permit the woman’s kidney frmctional capacity to be certified 
as regards sufficiency. 



HEINECK: NEPHROLITHIASIS AND PREGNANCY 



The general conclusions to be drawn from a study of the subject 
are ; 

(A) As regards nephrolithiasis during pregnancy: 

(1) If the condition be latent or if the symptoms be not severe, 
palliative measures are to be instituted and the pregnancy permitted 
to proceed; large amounts of water should be given per mouth and 
urinary antiseptics — ^urotropin, acid sodium phosphates, etc., pre- 
scribed. After pregnancy, the patient should. seek operative relief 
and cure. 

(2) If the symptoms are severe, a pyelotomy, nephrotomy or neph- 
rectomy, if not contraindicated for some other reason, may be done 
with safety to both mother and child up to the sixth month of preg- 
nancy. Careful consideration should be given to number, size, location 
and characteristics of stones before operating. Good functioning of 
the remaining kidney should be insured if nephrectomy is to be done. 
The operative indications for nephrolithiasis during pregnancj’- are 
the operative indications for nephrolithiasis in general. With even 
one kidney functioning approximately normally, the freezing point 
of blood and urine is about the same but with a diseased solitary 
kidney, the increasing concentration of the blood, and hence lower 
freezing point may be the signal for the induction of abortion. 

(3) If a major operation for kidney calculus has to be done later 
than the sixth month of pregnancy, there is the possible danger of 
premature termination of the pregnancy. An operation done later 
than the sixth month of gestation, exposes the parturient woman to an 
interruption of the pregnancjL 

(4) Gestation occurring in a nephrectomized woman calls for watch- 
ful preparedness. The development and persistence of serious symp- 
toms may call for the induction either of abortion or of premature 
labor. 


(5) In any given case of nephrolithiasis, the question whether 


to operate or not is to be carefully weighed by the surgeon; judging 
the operative risk, the fa^mrable effect which a successful operation 
has upon the pregnancy, the bad effect of continual toxemia and pus 
formation on the fetus, the dangers incident to the binding of the 
piegnant uterus by the formation of adhesions, and the fact that 
such maj^ markedly impede labor. The fact should be kept in mind 
that a kidney calculus is more troublesome and dangerous during 
pxegnancy than otherwise, oxving to the existing greater kidney ac- 
tivity. The age of the pregnancy is not to be disregarded. 


(B) With regard to pregnancy occurring after nephrectomy: 

(1) The nephrectomized woman may be permitted to marry or if 
married, to undertake the risk of pregnancy, provided she is in other- 
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wise fit condition. As a I’ule, there is no reason to interrupt pregnancy 
occurring in women with only a single kidney. 

(2) An unique kidney does not per se compromise the normal prog- 
ress of pregnanej’’, labor or puerperinm, nor does the development of 
the fetus in such an organism appear to suffer any loss. 

(3) Careful interpretation of the indications and constant observa- 
tion of the nephrectomized ^Yoman during pregnancy is imperative. 
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REPORT OF A CASE OP ENDOMETRITIS DECIDUALIS 

POLYPOSA 

Br Earl C. Sage, M.D., Omaha, Neb. 

M ES. F. J, L., hospital No, 7448 j age twenty'-seven, white, married. Walked 
into hospital complaining of cramps in abdomen and some bloody vaginal dis- 
charge. Her temperature was 99.6; pulse 96; respiration 20. (Slie was admitted to 
the surgical service, as the general practitioner sending the patient into the hospital 
thought she had a fibromyomata) . 

The patient was admitted to the University Hospital Dec. 14, 1922. Physical 
examination revealed a tumor mass in the abdomen four fingers' breadth above the 
symphysis. Vaginal examination showed the external os slightly patulous with a 
protruding mass feeling like the fetal membranes. The remainder of the physical 
examination was negative. 

The patient has been married two years. She had one miscarriage seven months 
after maiTiage, not induced. Husband twenty-seven years old. Good health. 

Menstrual history negative. Periods began at sixteen years — always regular every 
twenty-eight days. No pain. 

Present complaint: Patient consulted a doctor in July for nausea and was told 
she was pregnant. Five weeks prior to admission to hospital patient saw another 
doctor who told her she had a tumor of the uterus and should be operated at once. 
She was sent to the hospital with a diagnosis of uterine fibromyomata. She had 
had a bloody discharge and cramps in the lower abdomen for four or five weeks 
previous to admission. 

The following day, December loth 1922, the patient had a slight fever, 101° at 
3 P. Jr. and at 4:30 P. ir. passed a heart-shaped mass which was an exact cast of 
the uterus measuring about four inches in length and three inches in diameter and 
had a fibrinous outer surface. The inner surface was studded with polypoid pro- 
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jections, dark red in color, both solid and cj'Stic and varying in thickness from 3 
m.ni. to 30 m.m. (Figs. 1 and 2). 

Section shows degenerated chorionic villi, blood clot, decidual and epithelial cells. 
Fibrous membrane encloses whole chorionic villi with hemorrhages into the villous 
processes. Section tlirough base of villi shows a great deal of inflammatory reac- 
tion. Wassermann negative. No other laboratory work done. Report of Dr. Jay 
J. Keegan. 

Puerperiuni uneventful except for foul vaginal discharge. Involution was slow 
and patient left hospital on eighteenth day. Patient sat up on thirteenth day. 
Treatment; Ice bag to lower abdomen, quinine gr. ii q. i. d., Ij-sol vaginal douches. 

Not many of these cases were found reported in the literature. DeLeei states 
that during pregnancy the pathologic study of the uterine mucosa is doubly difScult, 
and without doubt needs reinvestigation by modern methods. Most authors dis- 
tinguish two main conditions — endometritis deciduae interstitialis and glandularis. 
The inflammation is usually present before conception, but may arise during preg- 
nancy from a syphilitic ovum or from gonorrhea. He illustrates a piece of decidua 
vera expelled in an abortion at ten weeks. It is thickened, infiltrated with round 
cells, degenerated in places, strewn with minute hemorrhages and presents a lumpy, 
uneven, polypoid surface. Virchow first described this condition as endometritis 
deciduae tuherosa or polyposa or both, from a single case encountered at the post- 
mortem table to indicate the naked eye pathology, polypoid eminences being found 
studding the placental site. In this case there was a clear evidence of syphilis. 

If the glands are affected, either by hypertrophy or by inflammatory liyperemia, 
a profuse secretion results, wiiich is yellowish, serous, slightly mucous or bloody. 
Schroder called this endometritis deciduae catarrhalis, which may give the clinical 
course of hydrorrhea gravidarum. Should the mouths of the glands be occluded, 
cysts containing a milky fluid form in them, endometritis deciduae cystica of Breus. 
It is possible that mauj- of the specimens called by the older writers decidua with 
"uterine milk" were of this nature. Endometritis deciduae is of great clinical 
importance. It causes relative sterility and frequent abortion. Since abortion 
often leaves endometritis, a vicious circle is established resulting in abnormal in- 
sertion of the ovum, (for example, placenta previa), abnormal formation as to 
shape, size and thickness of the placenta, infarcts, retarded development of the 
fetus, abruptio placentae, and thickening and retention of the decidua. During 
pregnancy one may find pain in the uterus; aggravation of the sympathetic distur- 
bances, espeeiall}'^ hyperemesis; painful uterine contractions, sometimes called 
"rheumatism of the uterus," particularly at or near term; local tenderness, and, in 
the more acute cases, slight fever, malaise, and bloody discharge which arouses a 
suspicion of abortion. Much depends on the location of the disease and the ex- 
tent and time of its occurrence. If the decidua serotina is involved, early death 
of the fetus and abortion occur, but if the affection is mild, pregnancy may go to 
term and one will note only anomalies in the mechanism of placental separation, 
pei'haps placenta accreta. The earlier the disease manifests itself, and the greater 
its extent, the more the likelihood of abortion. The ovum may be transformed into 
a bloody or fleshy mole. 

More recent investigation by Arthur J. Nyulasy^ shows that polj'poid decidual 
endometritis is generally caused by gonorrhea or syphilis, and pyogenic cocci. 

The morbid anatomy presents two types: 1. Tough, somewhat rounded polypoid 
eminences, and 2. Leathery papillomatous outgrowths. 

Nyulasy refers to Dr. Frank Nyulasy,3 who in 1.^09 described the condition as 
follows: — "It is neither a hypertrophy nor an adenomatous condition, as formerly 
taught, but is a combination of chronic endometritis and metritis, exaggerated by 
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pregnancy, and usually showing the signs of acute inflammation grafted upon the 
old chronic trouble as the result of sepsis.” 

Striking features in microscopic sections are: (1) endarteritis obliterans; (2) 
very large venous sinuses (dilated capUlaries), empty thrombosed, or organized into 
fibrous tissue; (3) fibrous tissue formation; (4) actual decidual “islands,” 
or decidual cells over fairly large areas separated by fibrous tissue; (5) small- 
cell infiltration; (6) new formation of muscular elements projecting as ingrowths into 
the decidua; (7) glands are seldom seen. 

Dr, Nyulasy (A. J.) reported the case of a woman, 24 years old, who was de- 
livered ten days previously in a condition of profoimd sepsis. The attending phy- 
sician was confident that the placenta had come away intact. Examination showed 
numerous firm polypoid elevations on the placental site, but could not discover a 
particle of placenta or membrane. The polypoid outgrowtlis were removed, the pa- 
tient continued to deteriorate, and succumbed a few days later. 

REFERENCES 

(1) DeLee: Textbook of Obstetrics, p. 533. (2) Nyulasy, A. J.: Surg., Gynec., 

Obst., Feb., 1918, p. 331. (3) Nyvlasy, Frank: Jour. Obst. and Gynec. of British 

Empire, July, 1909, xvi, 9-15. (4) Eitschman and Adler: Ztschr. f. Geburtsh. u. 

Gynak., 1907, p. 63. Monatsch. f. Geburtsh. u. Gyniik., 1908, 27, 1. Arch. f. Gynak., 
1913, e, 233. (5) Curtis, Arthur E.: Surg., Gynec. and Obst., Feb., 1918, p. 178. 

670 Beandeis Theater Building. 




Society Transactions 


NEAV YORK ACADEMY OF [MEDICINE 

JOINT MEETING OF TEE SECTIONS ON OBSTETEICS AND GYNECOLOGY 
AND PEDIATRICS, MARGE S, 1923. 

Dr. WiLLIAJI E. CALD^^^2L,Ii IN THE ChAIR 

Dr. Richard N. Pierson read a paper entitled Spinal and Cranial In- 
juries of the Baby in Breech Deliveries. 

The purpose of the paper was to add to the evidence that shows that natal and 
neonatal deaths in breech deliveries are due more often to the trauma and violence 
of an unpliysiological e.xtraction tlian to a general asphyxia of the baby caused 
by interference with placental and funic circulation. 

The outstanding contributions to the literature were reviewed to date. Autopsy 
on 36 stillbirths from breech deliveries showed fractures of vertebrae in 38 per 
cent. Clinical and pathological study of each case showed trauma alone the 
probable cause of death in 50 per cent of the cases. General asphj’xia alone was 
the probable cause of death in onl)* 5 per cent of the cases. Trauma and general 
asphj’xia may have both been present in 44 per cent of the cases. The need of 
careful study at autopsy of the cerebrospinal nervous system of all new born ba- 
bies to discover the true cause of death was emphasized. 

Dr. Bronson Crothers, Harvard Medical School, read bj’- invitation 
a paper entitled The Intracranial Mechanism of Labor and Its Rela- 
tion to Later Disabilities of the Child. 

Pathological evidence now available indicates that the deatli of viable infants 
is usually due to gross injuries of the tentorium or to injuries of the cervical 
spinal column. Obviously such injuries are fatal onl}' if tlie central nervous .sj’s- 
tem is damaged. 

This paper attempted to formulate a conception of the changes in pressure 
within the craniovertebral cavity of the fetus when the forces used in delivery arc 
brought to bear. 

Physiologically the only important region of the central nervous system, dur- 
ing labor or immediately thereafter, is that between the upper end of the medulla 
and the lower border of the phrenic nuclei in the upper cord. This region is 
well protected under normal conditions by the tentorium above and by the 
spinal column below. In order to explain the effects of rupture of the tentorium 
it is necessary to examine the theory of discontinuity of pressure, first advanced 
by Leonard Hill in 1896. According to this theory there is relative or absolute 
loss of continuity of pressure at the tentorium and at the foramen magnum. 
Obvious objections to this conception can be stated, but under obstetrical con- 
ditions I believe the theory to be valid. 

If this assumption is accepted it follows that the tentorium and the falx pre- 
vent the severe and inegular forces imposed upon the vertex of the fetal head 
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from reaching, in full and at once, the medulla. It is also evident that ruptures 
of the septa may result in impaction of the medulla into the foramen magnum. 

The balance of pressure at the foramen in vertex delivery is maintained as 
long as the dural septa do not give way. In breech labors, however, the release of 
pressure when the buttocks are delivered results in diminished pressure below the 
foramen. This domiward stream of pressure is intensified if traction or suprapubic 
pressure is used. The logical result of excessive force is rupture of the tentorium, 
impaction of the medulla and collapse of the baby. Pathologically the evidence 
supports this view. 

Naturally broken necks involve, almost necessarily, the vital centers of the 
spinal cord. Various papers, notably those by Schwartz, suggest that many of the 
scattered hemorrhages, usually regarded as asphyxial in character, arc really due 
to disturbances of pressure after rupture of the amniotic membranes. 

While not denying the validity of various observations on asphyxia and on 
hemorrhagic disease, it seems clear that most of the deaths of viable fetuses 
can be explained more logically on the basis of injury to the central nervous sys- 
tem as the result of force. In particular the evidence seems to me convincing 
that injury and not asphyxia is the usual cause of death in breech deliveries. 

The clinical study of babies suffering from birth injuries of the central nervous 
system confirms the pathological evidence. The injuries of the spinal cord, which 
are responsible, in my opinion for the disabilities of a very large group of crip- 
pled childTcn occur, almost without exception, in breech babies. Hydrocephalus 
is to be expected if the vein of Galen is injured or if hemorrhage and laceration 
result in blocking the subarachnoid spaces about the midbrain. Purthermore, vari' 
ous disturbances of associated movement in children with cerebral palsies cap 
be explained by basal lesions. 

No attempt is made to consider the treatment or the symptomatology of these 
injuries. 

Dk. George H. Ryder presented a report on A Series of 59 Breech 
Presentations Treated by Prophylactic External Version. 

The fetal mortality from unconverted breech presentations, as given by the vari- 
ous standard textbooks, ranges from about twenty to six per cent. External 
cephalic version is mentioned by most authorities as a desirable prophylactic meas- 
ure, especially by Williams and Cragin. 

The author for years followed the plan of converting all breech presentations when 
possible and feasible into vertex presentations, by external cephalic version. 

In 890 consecutive deliveries iu private practice there were 59 breech presentations, 
classified as follows: (1) Nonviable, 7; (2) viable, under observation before labor, 
49; (3) viable, not under observation before labor, 3. 

The management of those groups was: In the first group no attempt was made 
at external version. 

In the second group (49), external version was done on 29 of which 20 were sub- 
sequently delivered normally, 7 by forceps, 1 by the breech after spontaneous re- 
version and 1 by cesarean section. The remaining 20 had no external version. On 
4 it was tried and failed; 3 were delivered by cesarean section (elderly primiparae) 
and 1 by a breech delivery (young primipara). On 16 no attempt at external ver- 
sion was made; 8 were one of twins; in 5 labor started prematurely; 3 were 
multiparae at term, 2 after spontaneous version vertex to breech and 1 a placenta 
praevia. All these 49 fetuses were saved. 

The third group consisted of 3 pattents not seen before labor consultations. 
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Tlie Hist was a case of external cephalic version, in first stage, of labor under ether^ 
delivered by forceps, baby normal. The second patient was neglected, having been 
in labor 3G hours nith ruptured membranes, 2 weeks overdue, delivered by craniotomy. 
The third was a case of complete placenta praevia, delivered by breech, a still- 
birth. 

Summari /. — The total series of breech presentations included 59. 

The fetuses lost from all causes were: Nonviable, 7; viable, 2; total, 9, or 
15.2 per cent. 

The totiii number of viable fetuses under observation before labor was 49j 
2, or 3.8 per cent. 

The total number of viable fetuses under observation before labor was 49; 
not a single fetus was lost. 

After external version, the fetus never turned back in primiparae. In multip* 
arae it did several times, but could easily be returned. 

Of the 30 external versions (in Group 2 and 3), 23 were done without an 
anesthetic; and all but 2 before labor; while 22 of the 30 were done in the 
7th and Sth calendar months. 

There was no maternal mortality and no ill effects to the mother observed 
from the versions. Slight bleeding from the vagina was seen in one patient 
after the version, due probably to undue force owing to poor anesthesia. Both 
mother and baby were in fine condition after labor. 

No mechanical appliances were used to keep the fetus in position after the 
versions. 

Of the whole 59 breech presentations, there were, excluding twins, only 3 full- 
term breech deliveries in primiparae. 

External version failed in 4 women out of 34 on whom it was tried. 

The cord was found once around the neck of 5 fetuses delivered as vertex 
after external version ; also of one fetus delivered as breech , without external 
version. 

Conclusions . — The safest method of treating breech presentations is by 
prophylactic external version. 

External version not only reduces the fetal mortality, but renders labor shorter 
and more natural for the mother. 

The operation is safe if done without force. 

The best time for performing external version is usually the 7th and 8tli 
calendar months. 

The operation is generally quite easy and may usually be performed with- 
out ether. 

"When at all difficult a general anesthetic should be used. Under this, in most 
cases, except late in labor, external version is easily performed. 

Force should never be used. If version cannot be accomplished without force, 
the operation should be given up. 

"When external version is once performed, the fetus occasionally resumes its 
original presentation, but usually does not. This is more likely to occur when 
the version was very easy. Consequently the fetus may be returned as frequently 
as necessary, even early in labor. When external version is difficult, spontaneous 
reversion is not apt to occur. 

External version performed early gives warning of disproportion between the 
head and the pelvis, by observation of the way in which the head settles into 
the pelvis, or may be crowded in by the obstetrician. 

Finally, with careful observation in the later months of pregnancy, external 
version should reduce the fetal mortality . of breech presentations approximately 
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to that of cephalic presentations; and furnishes one more argument for careful 
antepartum examinations. 

DISCUSSION ON PAPDRS OP DBS. PIEESON, OBOTHEES AND EIDER. 

DR. HAROLD BAILEY.— Holland ’s paper in a recent issue of the British 
Journal of Obstetrics and Gynecology is very impressive, especially the pictures 
shoning the mechanism by which these injuries, following breech delivery, are 
produced. He describes how the tentorium and falx are stretched and torn. The 
distention of the vein of Galen breaks ofE its tributaries and causes hemorrhage. 

On the other hand in some of Dr. Pierson’s cases, death occurred when there 
is no evidence of hemorrhage, and Dr. Crothers’ has shown us how this may be 
brought about. Little wrote in the early forties about these cerebral injuries and 
particularly stressed asphyxia as an etiological factor. I have had occasion to 
look over his paper and it is interesting to note that he was well informed as to 
the kind of cases in which these injuries occurred. He knew that breech de- 
livery was one of the chief considerations but he also knew that it occuri-ed in 
normal spontaneous head deliveries. 

At the Manhattan Maternity Hospital, in 1920, I had several cases with symp- 
toms of cerebral hemonliage. I saw the autopsy of two of these infants and when 
I encountered the third case with well marked symptoms I operated on the child 
by the Cushing method by a large osteoplastic flap in the parietal region. This 
baby is alive today and a year ago it appeared to be a normal infant. However, 
I feel that this method is not applicable to many of these cases, and personally I 
do not mean to use this particular method of decompression hereafter. In line 
with what Dr. Crothers has said the cases that live are those with cerebellar or 
medulla trauma. In regard to the decompression, if we use that procedure it is 
probable that the typical subtemporal decompression is the best operation. All 
wc can hope to accomplish is to decrease the intracranial tension. There is seldom, 
free hemorrhage just below the dura; the hemorrhage is usually subarachnoid. 

At the Manhattan Maternity in a series of lOO cases of autopsy in which the 
skull was opened the brain was looked at from the standpoint of hemorrhage and 
the tentorium was not especially examined. There were forty cases of hemorrhage, 
— about 25 per cent occurred in breech delivery, 25 per cent in forceps and about 
40 per cent of the babies were born spontaneously with the head in the vertex 
position. In cases in which hemorrhage was found there were minute hemorrhages 
in other organs and the pathologist always added a diagnosis of asphyxia as one 
of the causes of death. 

Now as to the slow version, it seems to me that in delivering an after-coming 
head if you arc not going to pull it through at once it will remain compressed 
within the confines of the pelvic inlet and nothing is gained by allowing the baby 
to hang there. It is just as well to press it through from above and complete 
the delivery. In Holland’s cases about oS per cent were head cases. The ten- 
torium rupture in these cases may be accounted for in the same way as were the 
breech cases that Dr. Crothers described,— that is, the traction on the head with 
the shoulders hold back by the lower uterine segment or the pelvis, it is possible 
to lengthen the spinal canal and the cord must give with resultant hemorrhage or 
rupture or there must be hernia of the medulla into the foramen magnum. 

This rc\-icw of our statistics as has been pointed out by Dr. Dickinson is of 
great value to us and I am amazed at the number of these birth injuries in the 
elective version cases. I had no idea that the fracture of the spine in the neck 
region was as fTcqucnt as Dr. Pierson has shown. If l.is work is upheld by the 
reports from other clinics wc will be absolutely forced to give up elective ve'rsion 
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and certainly this demonstration tonight would convince us that the Smellie-Veit 
method of traction must he abandoned and the head must be pushed do^Yn from 
above. 

Dr. Ryder ’s paper interested me because 1 have been employing external ver- 
sion for a number of years. I never do this procedure more than three times on 
the same patient for fear of winding the cord around the baby’s neck. I have 
never employed anesthesia for this procedure. If, after three attempts the breech 
does not come out of the lower uterine segment I give up the idea of turning the 
baby and allow it to go on as a breech presentation. There is one point that Ih'. 
Ryder does not bring out in regard to this method of turning, — the head must 
be brought around occiput first otherwise the head becomes extended and the 
version becomes impossible or a face presentation results. If one is to use this 
procedure ho must know exactly how the child lies and I do not think it should 
be done by any one who is not an expert. 

DR. ALFRED S. TAYLOR. — While I am not an obstetrician nor a pediatrician 
I have had some experiences ndth children who I presume have survived accidents 
similar to those described here tonight. It seems to me that the lesson is that 
the obstetrician must spend a great deal of time in correlating the mechanics of 
delivery and the physiology of the infant. It would be interesting if somebody 
could get an idea of how many cliildren survive accidents of this type and become 
anything like normal indiruduals when they grow up. That item of information per- 
haps cannot be given until after this work has been developed. Another point of in- 
terest is that this work will have a great influence on methods of treatment in 
cases of this type. If it is shown later that children with these birth injuries 
merely live and are an economic waste to themselves and to the community then 
the problem is simplified very gi-eatly. If it can be shown that a certain per- 
centage become normal individuals that would be an incentive to develop methods 
of treatment. 

Of these injuries hemonhage is the most obvious pathologic item, but it has 
been shown that a certain percentage die where there is only rupture of the ten- 
torium without hemorrhage. If an adult had an injury giving symptoms analogous 
to those described in infants in which there is no hemorrhage, one would feel that 
the patient had sustained a damage of brain substance. Hemorrhage in the skull 
■would not cause death unless there was concomitant or secondary injury to the 
nervous tissue. AVliile an infant’s tissue will regenerate more quickly than that 
of an adult, it is more sensitive to trauma; therefore, it would be my feeling 
that the central nervous tissue is seriously damaged as a result of damage to the 
tentorium, and injury to the nervous tissue is always the essential cause of these 
fatalities. In adults there may be fracture of the fifth and sixth cervical vertebrae 
that does not cause death; and in infants with such fractures there must be 
an extension of the injury to the medulla. That is, a fracture of the spine itself 
would scarcely be sufficient to cause the immediate death we see in these cases. 
Another fact is that a certain number of these children grow- up and at a late 
period show degenerative lesions in the brain that make one feel that primarily 
there must have been injury to the brain substance at birth. 

In a few cases that I have encountered there have been delayed symptoms and 
failure to yield to therapeutic measures. I remember an eleven-year-old girl 'with 
the histoi'y that after a difficult forceps operation she was born cyanosed. She 
was resuscitated, but after four days she had a fainting attack. She then went 
along until she was seven years of age in a fairly normal way. Then epilepsy 
developed to the extent that there were major attacks preceded by sensoiy aura in 
the left palm. After four years’ treatment during which her teeth were treated 
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and her tonsils removed, etc., she n-as brought to an internist and it -n-as decided 
that the focal lesion was in the cranium. Operation was performed and the 
dura found adherent over an area more than 8 cm. in diameter involving motor and 
sensoi’y cortex. It was assumed that this was the cause of the seizures, but before 
closing the wound it was observed that in the temporosphenoidal lobe there was 
a yellowish area which was quite soft. From this three ounces of clear fluid, ob- 
viously the result of degeneration, were evacuated. Temporosphenoidal lobe was 
degenerated, there being very little brain substance surrounding the cyst cavity. An 
attempt to enucleate the cyst wall unsuccessful. The patient was then fairly 
well for about four years, when she had headaches and eventually developed ma- 
.ior attachs of epilepsy again. The cyst area was tapped several times and finally 
an attempt was made to enucleate the cyst, but it had eroded into the descending 
horn of the lateral venti'icle, making a connection between the cyst cavity and the 
entire ventricular system, so the wound was again closed. The patient then ex- 
perienced relief for nearly a year, but now has seizures again. 

If a child escapes with its life and develops such a lesion it is a question 
whether one does well in trying to save it at the time of birth. Hence it is im- 
portant to determine what proportion of these children become valuable members 
of the community. The method of Payer of aspirating spinal fluid may be of use 
in determining the presence of blood in the upper spinal canal or posterior fossa 
of the skull. If there is great pressure on the bulb one miglit undertake some sur- 
gical procedure, but it seems to me that in supratentorial hemorrhage decompres- 
sion would not be verj' satisfactory, because of the situation of the hemorrhage 
which originates at the base of the brain. I recall one case in which for thirty 
hours there was rigidity of the right side, and after forty hours convulsive at- 
tacks and greater rigidity. An opening was made and a thin cortical clot found. 
This was followed down to the base and traversed the Sylvian fissure where the 
clot was massive and could not be evacuated. At autopsy there was found a great 
clot involving the entire base of the brain, beginning at the Sylvian fissure and 
extending to the posterior fossa and the spinal canal. By no operative procedure 
could one hope to overcome that condition. If one has a hemorrhage about the 
bulb with which to deal, the only thing to do would be a cerebellar decompres- 
sion to relieve the pressure on the bxflb. 

In the spinal group I have seen only one child and this had sustained a left- 
sided birth palsy and complete paraplegia. I saw the child when it was five 
wce]\S old. The left brachial palsy had recovered, but there was complete paraple- 
gia, no reflexes, no sensation, and the sphincter control was lost, the abdominal 
muscles were completely’ paralyzed and also the intercostals, and sensation was 
absent to pinprick to the fourth dorsal segment. I should like to know what is 
going to happen to that child. With a transverse lesion at the fourth dorsal 
vertebra one would expect spastic rather than flaccid paralysis. Judging from 
adult symptomatology one must postulate a total ruination of the motor cells from 
the fourth dorsal segment downward. There could be no ti'catment for that 
child; it would always be a handicap to itself and to its parents. 

DR. ROYAL STORRS HAYNES. — I feel that a pediatrist can contribute to 
the discussion of these papers only his admiration for the work which they repre- 
sent and the new view which they disclose. Their effect should be to reduce the 
number of cases of this kind that come into the pediatrist’s hands. I am 
glad to have the question of asphyxia clearly defined. It has always been an in- 
definite diagnosis and its explanation on a mechanical basis clears matters up. 

In my opinion hemorrhagic disease without trauma must be a very infrequent 
cause. The infant enters life incompletely equipped as regards hi's ability to 
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coagulate blood. This is but one of a number of functions -n-hicli require adjust- 
ment to cxtrauterine life. The demonstration of a prolonged coagulation time 
mereh' shows the underlying predisposition of the new boru to bleed if an ex- 
citing factor be present. The other evidence of this predisposition, namely, the 
Jow blood platelet counts has long been known. In a few days after birth in 
most infants this count regains its normal proportion, unless there is an underlying 
disease which prevents it. 

DR. ROBERT L. DICKINSON. — The invaluable instruction concerning the 
physics of the brain under pressure greatly helps this renewal of interest in the 
mechanism of obstetrics. If every student learns skill in this and then adds the 
new points of tonight, phis slow extraction, then we shall save a large proportion 
of the 10 per cent of deaths due to breech delivery. Second, in regard to conver- 
sion of breech into head presentation, the new attitude is insistence on early ver- 
sion. The further along in pregnancy the snugger the lit, the less the likelihood 
of easy version. 

Of the utmost v.alue is the novel finding that in postmortems we must study 
all spines. I hope Dr. Pierson, when he publishes his paper, will include an ac- 
curate description of his technic so that we shall know how a brain should be 
opened without confusing the findings. That cerebral hemorrhage is a very fre- 
quent cause of fetal deaths is a point new to the laity, one which has not been 
insisted upon, and it is especially important that people should know that a 
large proportion of hemorrhages into the brain occur and thus explain many 
fatalities in spontaneous or even easy births, supposed to be due to suffocation. 
IVe must now, by postmortum, determine whether the proportion of brain-injuries 
be much larger in skillful low forceps extraction than in spontaneous labors. 

DR. PIERSON (closing). — ^Dr. Dickinson has properly emphasized the necessity 
for cstablisliing as nearly as may be an adequate technic for the demonstration 
of the lesions that have been discussed tonight. The following is my autopsy tech- 
nic : Midline incision fi-om chin to pubis passing to left of naval. All organs 
of neck, thorax and abdomen examined in sitv, removed, weighed and preserved 
in formalin and Zenlrer. All vertebrae exposed anteriorly and examined for luxa- 
tion and fractures. A posterior incision is then made from occiput to sacrum in 
the midline. Starting at the sacrum, the transverse processes are cut noth bone 
forceps and the spinal cord examined throughout its length. The dura is then 
split longitudinally throughout its length. The complete cord is then removed in- 
closed in the dura and preserved in formalin. The scalp is then incised approxi- 
mately in the line of the coronal suture and the scalp reflected anteriorly and pos- 
teriorly over the entire skull. Tlie anterior fontanel is punctured with a knife at 
its lateral margin so that bone scissors may be inserted. The bone and dura are 
divided parallel to the longitudinal sinus but at a safe distance from it posteriorly 
as far as the lamdoid suture and anteriorly as far as possible. The flap is then 
continued posteriorly along the line of the lambdoid suture and squamous suture 
and as low as possible on the frontal and parietal bones. Each hemisphere is then 
studied and removed separately. Then the tentorium is divided and the contents 
of the posterior fossa studied and removed separately. 

DR. CROTHERS (closing). — There are one or two points of obstetrical tech- 
nic wliich are of interest. If the fetal pulse becomes slow I should suppose the 
fetus was suffering from cerebral compression. Logically the speeding up of de- 
livery involves increasing this pressure. 

Dr. Bailey suggested that extension of the spinal column with its effects upon 
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spinal pressme occurred in head eases where forceps were used. To a certain ex- 
tent this may be true, but such extension would be limited to the neck. 

If the baby is suffering from subtentorial hemorrhage it is clearly not particu- 
larly useful to do a decompression. If the cortex is seriously injured, a decom- 
pression may save life but will not restore damaged cells. My inclination, en- 
tirely unsupported by experience, would be to do suboccipital decompression if 
subtentorial hemorrhage is recognized, on the theory that if successful it might 
save a baby whose cortex is capable of normal development. 

Lumbar puncture is logical if there is free communication between the spinal 
canal and the ventricles. The only cisternal puncture I have seen was unsuccessful, 
as hemorrhage had obliterated the cistema. Also the medulla is apt to be dislo- 
cated downward if there is subtentorial pressure; thus exposing it to injury by 
the needle. 

As to the question of cord injuries, 1 have seen 14 or 15 cases mostly due to ex- 
traction, but I have only once seen a complete flaccid paralysis and here the cord 
was completely destroyed. The ones that are spastic are those in which there is 
a partial saving of the fibers, and if one maj' draw an analogy from the observa- 
tions made on soldiers, complete lesions do not result in spasticity; cliildren with 
complete lesions are relatively flaccid though they may have lively reflexes. 

With regard to the question of hemorrhagic diseases in the new-born, Wanvick 
and the Minnesota group pay very little attention to the mechanical injuries of 
the tentorium and fractured cervical vertebrae. Their findings are purely tentative 
and the same thing applies to them as applies to the supporters of the asphyxia 
theory. Their interpretation will stand only until enough autopsies are performed 
with adequate attention to ruptures to prove that injury can be ruled out. 

DR. RYDER (closing), — ^Dr. Bailey asked how many times external version may 
be performed on the same patient; and says that he makes it a rule to stop after 
the third time. He gives as a reason the danger of winding the fetus up in the 
cord. I would say that tlie fetus may be turned as often as it is necessary. I 
turned one four times with good results at birth. It is to be remembered that if 
the cord is wound around the fetus in turning, it will probably be unwound when 
the fetus turns bade. Also that we are as likely to unwind the cord as to wind 
it when we do a version. In my series there was no difficulty from the cord 
around the neck of a fetus. 

Vertex deliveries in normal pelves are so much easier and safer than breech 
deliveries, and external version is usually so easy, that it does seem as though 
sjsteniatic effort should be made to convert breech presentations before labor. 
Nearly every obstetrician does it on his private patients, but so few publish their 
results. 

In this series of 49 viable fetuses under observation before labor all the fetuses 
were saved. This did not require great skill.' On the other hand, I doubt if any 
obstetrician, however skillful, could have delivered all these 49 patients by breech 
dcliyorics and saved all the fetuses. At least if he could, he would have better 
statistics than any over publi.shed, so far as I know. 

In the interest of a lower fetal mortality, then, I make a plea for more gen- 
eral prophylactic external version. 
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Dr. Franklin A. Dorman reported a ease of Posterior Sacculation of 
Bicornate Uterus — Cesarean Section. 

Mrs. D. M., (TVoman’s Hospital No. 14002 M.) age twenty- two, priniipara, Eou- 
nianian, of generally good physical development. External examination negative, 
except for scar of appendectomy four j-cars before, othenvise previous history 
had been normal. Menses began at 12, and normal. Vaginal examination at the 
end of eight months showed the head in the brim of the pelvis. The labor began 
with rupture of membrane at term. The character of the labor was poor, with 
weak and irregular pains. After eight hours, the vaginal examination showed the 



head well in the pelvis. The cervix was about 2 cm. in length and admitted 
only the tip of the linger. It was found more anterior than usual, at about the 
lower margin of the pubes. After ten liours of very poor first stage pains, the 
labor stopped for twenty-four hours. Castor oil was given to stimulate con- 
tractions, causing the resumption of weak irregular pains. - Vaginal examina- 
tion nine hours later showed that the presenting part had advanced a little farther 
into the pelvis. The cervix had moved farther anterior and seemed higher, and 
could just be felt behind the symphysis. It admitted one finger. Abdominal 
cesarean section was done 35 hours after tlie onset of labor. 

The abdomen was opened by a 7 inch incision in the median line, with the 
central portion a little below the height of the navel. Small amount of free fluid 
present. The uterus was thin walled, covered with many large vessels. The head 
of the infant occupied a sacculation posterior to the cervix and extending well 


21S 




NEW YORK OBSTETRICAL SOCIETY 


219 


down below the mid-pelvis. (Fig. 1.) From the left wall of the uterus pr^ 
iected a horn the size of a uouprognaut uterus. The uterus was incised and the 
child extracted. There was much free meconium. The uterus was then delner d 
from the abdominal cavity and the placenta and membranes removed. The child 

was normal and in good condition. i a 

The uteins was found to consist of two uterine cavities connected by a broad 
attachment to a common cervix. The right cavity contained the_ child. Each 
uterus contained a tube and ovary. The uterine and abdominal incisions were 
closed by three layer catgut sutures. 

Following the operation the patient had an irregular temperature from normal 
to 102.6° F. for nine days, apparently due to faulty drainage. She was dis- 
charged on the 20th day after operation in good condition. 

Bimanual examination at the follow-up clinic has shown the uterus well in- 
voluted, and the separation between the two horns can be felt. 


Dr. Franklin A. Dori^ian also reported a Full Term Ectopic Preg- 
nancy;, with luving Child. 

Since reporting two cases of full term ectopic pregnancy with living children, some 
two years ago, a third case came under the care of the writer. 

Mrs. J. L., (Woman’s Hospital No. 13068) age twenty-live, applied September 
20, 1921, for prenatal care. Previous history negative. Menstruation began at 
15; regular, every 4 weeks, lasting 3 days, wxtli occasional pain. One year pre- 
viously there Iiad been a spontaneous early abortion. Her last normal period 
was March 6, 1921. Life was felt in June. The expected labor was esti- 
mated to be December 13, 1921. She suffered from morning sickness continuously 
from the seventh to the 12th week. Her liabitual constipation increased during 
pregnancy. Although there is no histoiy of any attack of sudden abdominal pain, 
she had suffered for the past two months from abdominal pain wliich was increased 
by exertion. For tlie past month fetal movements had been veiy active. At this 
time the position of the child was noted as breech, ivith size of fundus (sic) 
seven months, fetal heart not noted. 

On October 14, she complained of intestinal disturbances. On November IS, 
the child’s position was noted as transverse. The time of gestation ivas estimated 
as eight and one-quarter months. 

On November 26 she entered the hospital. The pains commenced at 9 P. M. 
on the 27th. The position of the child was indeterminate. Three hours later a 
vaginal examination described tiic cervix as long, soft, with dilatation of one finger 
at cxteiTial os and with the internal os closed. Ten hours later she was examined 
by the writer. The e-xternal os admitted two fingers. About one inch above this 
wa.s an apparently rigid stenosis. Tlie finger passed through this, and recognized a 
funnel shaped cavity about one inch long. At the end of this cavity, with dif- 
ficulty, something like a fetal part was reached. 

The patient had now been in apparent labor for twelve hours. The intervals 
botwocn the apparent contiuctions were also painful, and abdominal rigidity was 
constant. Conspicuously felt to the left and above the navel was tlie head.' Be- 
cause of the extreme rigidity of the internal os, laparotomy was decided upon. 
Ectopic pregnancy was suggested but its probability largely discounted because 
of something felt with the finger inside the cervLx. 

The ahclomon was opened in the midline to the left of the navel by a six 
inch incision. The fetal sac was tliu.s exposed, showing through it the presence 
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of meconium. The sac was incised and the child extracted. On the anterior sur- 
face of the sac were some omental adhesions which were ligated and cut. The 
emptied sac was lifted from the abdominal cavity. Its attachment was to the 
fundus of the uterus and the left broad ligament. The left broad ligament was 
clamped and removed, and also the uterus supravaginally, because of its intimate at- 
tachment with the sac. The right ovary and tube were left in. The stump of the 
cervix was sutured by interrupted catgut. The large arteries were individually 
ligated, and the peritoneal layers of the broad ligament closed over. The peritoneal 
cavity was then cleansed of blood and meconium, and the abdomen closed with 
layer catgut suture. 

The child was a male infant weighing seven pounds, thirteen ounces, cried 
promptly and when discharged on the sixteenth day, was in good condition, hav- 
ing gained eleven ounces after an initial loss of ten ounces. He was partially 
breast fed. There were no abnormalities except a slight asymmetry of the head. 

The patient’s recovery was uneventful, the highest temperature being 101.6° 
on the second day, with a pulse between 80-90. Healing was by primary union. 
She was discharged out on the 16th day in good condition. 

Pathological report. — The specimen is a large bluish sac, 20 cm. in diameter, 
to which the supravaginally amputated uterine body, measuring 7x7x5 cm., 
is attached. The uterine mucous membrane is thick, looking like typical de- 
cidua. The sac shows many adhesions all over the surface, some of them from 
the omentum, and is of the usual typical structure of this tissue in many areas. 
Inside of the sac is a large full term placenta, 20 cm. in diameter, and % cm. thick. 
On the surface of the placenta, numerous cj-sts, up to 2 cm. in diameter 
are found. The wall between the uterine cavity and the amniotic cavity at one 
point is very thin, almost membranous. The wall shows no opening anywhere 
into the uterus. The umbilical cord is 40 cm. long, inserted very near the margin 
of the placenta, and shows numerous false knots. Six cm. from the actual uterine 
body, an ovary, slightly increased in size and containing numerous small follicular 
cysts, is attached. The tube is 12 cm. long and is inserted into the sac 12 cm. 
from the uterine body. It cannot be traced any farther, and is patent until it 
reaches the sac. 

On splitting the uterus, its cavity is 6.5 cm. broad. The wall of the right 
horn (the side to which the large sac is not attached) is 1 cm. thick. In the 
centre, it is 2 cm. thick. The cavity has a convex cavity domiward, to that a slightly 
two-horned uterus is formed. 

Diagnosis. — Full term abdominal pregnancy, following ectopic (tubal) or in- 
terstitial pregnancy. 


DISCUSSION 

DE. O. PAUL HUMPSTONE. — This specimen impresses me as being a preg- 
nancy arising in a rudimentary horn of the uterus which has gone through the 
rudimentary horn. The tube and ovary are partly attached to this sac on the 
outer side and quite away from the uterus. I have encountered a full term preg- 
nancy in a rudimentary horn of the uterus with no connection between the rudi- 
mentary horn and the uterus itself, and my vaginal examination of the patient 
was entirely similar to Dr. Dorman’s experience. In my case I found a small 
uterine cavity with a thinned-out wall between it and the pregnancy sac. 

I would like to ask if the pathological report showed any uterine muscle fibcrji 
in this attenuated part of the sac. 

DE. FEANKLIN A. DOEMAN. — I do not think they were demonstrated. 
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DB. J. M. MABBOTT— I tluiils that the reader has been vmaeeessarily severe 
in his criticism of his own examination per vaginam and per os uteri, because 
after hearing the greater part of his report and hearing about the very thin 
wall of the uterus and the sac being practically membranous, I suspect that he 
really did get a finger against the fetal part which gave him the impression that 
it was an intrauterine pregnancy, although I am perfectly satisfied, of course, that 
it was not. I agree with Dr. Dorman rather than the last speaker that it was 
an ectopic pure and simple, tubal or interstitial, but think that wall now con- 
tracted in the specimen as received by the pathologist was thinner still in the 
living specimen, and for that reason probably your finger did come against some 
part of the baby, which was head upward, such as a knee or heel, or breech. 

DB. BEANKLIN A. DOBkIAN . — 1 think Dr. Humpstone is quite entitled to 
his opinion. There is .a question mark put after "interstitial.” The point is 
that the configuration of the uterus in the eetopic ease seemed to be that of 
a bicornuate uterus. The pathologist described the thinning of the uterine wall 
next the sac. Undoubtedly there was some malformation, but it does look as 
though the development of the fetus was in the uterine tissue and something that 
comprised the wall of the uterus. As there was a thin partition between the 
uterine cavity and the sac, it is quite possible there was a sensation of a fetal 
part against my linger. 

With regard to the sacculated uterus, I would be very much interested to know 
whether anybody here has ever encountered anything like it. A condition where 
the uterus is sacculated posteriorly at full term and the cervix has traveled way 
up behind the symphysis so you can barely reach it, is a great rarity. The only 
things that resemble it arc cases of ectopic where the child is in the broad liga- 
ment and has pushed the uterus up above the presenting part. 


Dr. George W. Kosjiak presented tlie Eeport of a Case of Spontaneous 
Rupture in a Fibroid Uterus, with False Diagnosis of Placenta 
Previa. 

Mrs. D. L. (No. S2G00) was admitted to the Lying-In Hospital in the early 
morning of January 26, 1923, with a diagnosis of placenta prewa made by an 
outside physician. No definite history of the case was obtainable on admission 
except that the patient had been bleeding severely. Subsequently it was learned 
from the husband that she had been in labor for several hours when the pains sud- 
denly ceased. She had had four previous children without incident. The patient was 
scon by me about an hour after admission and I found a well nourished woman, very 
pale, restless, with a small thready pulse of about 120. She was apparently at 
term. There was a moderate bloody vaginal discharge and no fetal heart sounds 
heard. The patient seemed in a condition of shock from hemorrhage and the 
diagnosis of placenta previa which accompanied her admission slip seemed the 
most probable one to account for her condition. Preparations for immediate ex- 
amination under an anesthetic were made. The relaxed outlet permitted ready 
manual palpation of the cervix which was apparently fully dilated with a soft 
mass projecting from the lateral and anterior wall, which was assumed to be the 
placenta. Fetal head was high and not engaged. Immediate version and breech 
extraction were decided on. The left hand was passed along the membranes, both 
loot soiled and brought down without difficulty; the head readily displaced up- 
waid and the extraction of the trunk together with the posterior and then the 
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anterior arm accomplislied witliout undue force or traction. The head was en- 
gaged in the transverse diameter of the inlet and slowly brought down to the 
pelvic floor, then rotated and delivered without any trouble or lacerations. The 
patient bled very little at this time but an immediate attempt was made to extract 
the placenta, after which uterine tamponade was to have been done. Much to my 
surprise, the placenta was found on the anterior wall, low down on the left side 
and separated for about one-half its extent. It was easily extracted. The mass 
projecting from the cervix which I had assumed to be the placenta, was a soft 
fibroid. Further exploration showed that what I had accepted as a soft, fully 
dilated cervix was a very much lacerated cervix and the laceration extended into 
and through the lower uterine segment. The tear involved the broad ligament 
and a loop of intestine prolapsed during the manipulations. In other words, in 
place of a placenta previa, we were dealing with a ruptured uterus and a pro- 
jecting fibroid in the lower segment simulated closely . a partially separated 
placenta. 

The question of further treatment resolved itself into following a conservative 
course. The patient’s condition of shock from hemorrhage precluded the pos- 
sibility of any good results from a hysterectomy; moreover all bleeding had ap- 
parently ceased. Tlie uterus was accordingly packed with iodoform gauze and 
likewise the ruptured lower segment after carefullj' replacing the gut, and then 
the vagina was also packed. 

The baby was well developed, apparently full term; had been passing meconium 
freely and was dead at tlie time version was done. The placenta was large and 
thick with a dense clot covering about one-half of the maternal surface. 

The patient was immediately given a hypodermoclysis of saline solution and- 
stimulated freely. She made prompt recovery from the primary shock but on 
the next day developed considerable distention of the upper abdomen, which, 
however, was relieved by gastric lavage. After the first twenty-four hours slie 
began to get very restless and subsequently became delirious. The vaginal pack- 
ing was removed after the first day and a portion of the uterine gauze on the 
second day. The discharge was clean, watery, and without odor. Her general 
condition did not improve and she died on February 1st — four days after ad- 
mission, apparently from exhaustion. There was no evidence of any progressive 
sepsis. 

DISCUSSION 

DR. FRANKLIN A. DORhIAN. — M’hat was the mechanics of the rupture? 

DR. A. B. DAVIS. — I have not had any experiences of this kind. I followed 
this case along and know of Dr. Kosmak’s judgment in it, and at no time did 
it seem to him or to me that it was advisable to do anything other than what we 
were doing. The patient was in no condition to be operated on at the time she 
came in nor later. She had a better chance, it seemed to me, to get well without 
subjecting her to an operation. Ordinarily, I think that in rupture of the uterus, 
regardless of whether fibroids may or may not be present, out of a series of 
cases we will save more by immediate hysterectomy than by letting them alone, 
because in our early experience in the Lying-In Hospital we lost every case until 
we began to do hysterectomies, then we saved most of them. 

DR. HOSMAK . — T am not prepared to fully answer Dr. Dorman’s question. 

I do not know anything about the labor in this woman except the history we 
got from the husband. He said she had very active pains for several hours, 
which suddenly ceased and I can only imagine, as it was a good sized b.aby and 
the patient was a good strong woman, that the head was forcibly driven into this 
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lower wterirre segment wMclt simply did not, after reacMng a certain stage, ex- 
pand as it sliould. 

The development of fibroids in pregnant nteri is a subject which has not been 
given sufficient attention. We do not know just why this hypertrophy should take 
place, but in many instances the tissue which makes up the fibroid is struc- 
turally very much like that which makes up the body of the uterus and there m 
simply, as near as we can make out, not long enough circulation to take care of this 
rapid growth of tissue. Consequently, it becomes stan^ed and is subject either 
to necrosis of some kind or the uterine wall is so weakened that it cannot re- 
sist the ordinary force of the uterine contractions. These should be equally distributed 
in a uterus that is uniformly of the same structure throughout, but where part of 
the wall is evidently weakened by the excess growth of such tissue as we find in 
these rapidly growing tumors, inequality in the application of the forces, may 
bring about a rupture of the organ. I have no other explanation to offei-. 


Dr.- William P. Graves, of Boston, (by invitation) presented a paper 
entitled The Olshaiisen Operation for Suspension of the Uterus. 
(For original article see page 137.) 

DISCUSSION 

DR. P. C. HOLDEN.— I have seen Dr. Graves do the Olshausen operation, as 
described on the type of case wliich lias always bothered me, namely, an anteflexed 
retrocession, the kind of case we used to dilate and put in a stem, with the re- 
sult that the patient would bo better for several months and then have a return 
of the old symptoms. Since then I have treated all cases of this type by dilatation 
and stem, plus the Olshausen, with uniformly good results. The operation is the 
simplest thing imaginable. The results are that of the Gilliam without any trauma 
or possibility of adliesions. In our experience it does all that Dr. Graves says. 
Wo have used it 98 times in the last year at Bellevue Hospital and we have yet 
to record a failure. In one case done in a hospital where I was not sure of the 
asepsis, an infected wound had a sinus leading down to one silk suture, which 
three months later was discharged and the wound healed spontaneously. We feel 
one should individualize. Tliero is no one operation which has been devised or 
which will bo devised that will cure all types and conditions of cases. Tliosc of 
us who have never had the misfortune to devise an operation to w'hich our name 
has been applied still feel that there must be individuality; that this operation 
does not meet the requirements of every case. I have not utilized it as extensively 
in prolapse as has Dr. Graves. I have used it more for retrocession, anteflexion 
and retroversion without recording any dystocias or intestinal obstructions. No 
failures have thus far been noted. In m 3 ' estimation it is the best operation for 
a large percentage of cases. 

Dll. HOWARD C. TAYLOR.— So far as the Ale.\-ander operation is concerned, 
It IS an operation 1 have never performed and so have no personal experience 
with it. This operation docs not seem to be mechanically sound for the reason 
that he has given because the suspension is more or less from the side and not 
the direct suspension sudi as that obtained witli the Gilliam or the Olshausen 
operation. I differ from Dr. Graves in the value of a ventral fixation, bv which 
I mean not a su.spciision of the fundus of the uterus to the abdominal wall, but 
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a definite ventral fixation. Of course one must have a case that is not going to 
liave more children, for no one would think of doing a ventral fixation on a 
woman who is likely to have more children. In those cases in the childbearing 
age, either of prolapse or retroversion of the uterus, I do the Gilliam operation 
more frequently than any other and I am not convinced by Dr. Graves of the 
advantage of the Oishausen over the Gilliam operation. As regards intestinal ob- 
struction, I think the risk of intestinal obstruction is greatly overestimated. We 
must bear in mind that in ventral suspension, the Gilliam and the Oishausen opera- 
tions are done very frequently, probably more frequently than any other operation, 
and I believe if intestinal obstruction took place frequently we would hear of it. 
The actual number of cases of intestinal obstruction reported is small. You can 
get it after any abdominal operation. It seems to me that the risk of intestinal 
obstruction from a suspension operation is not sufficient to abandon the procedure. 

As to trauma of the peritoneum I do not think there is more trauma to the 
peritoneum in doing a Gilliam operation, than there is in doing an Oishausen 
operation. I do not draw the ligament through the fascia in doing the Gilliam 
operation, but suture it to its posterior surface ordinarily through a transverse 
incision. The silk ligature used in the Oishausen operation probably causes as 
much trauma as drawing the round ligament through the peritoneum. 

Regarding the cystocele that goes with many cases of prolapse, I do some 
type of displacement of the bladder, freeing it from the uterus and attaching 
it higher on the uterus so as to be more certain of its cure. I would not rely 
entirely on the fascia. 

DR. DOUGAL BISSELL. — If a stranger should come into this assembly and 
hoar our conclusions concerning our favorite surgical procedures, his judgment 
would, I believe, be that either our wish was father to our thought, or any one 
of the operations advocated was equally applicable to any one or combination of 
operations under consideration. 

There are but few of the almost innumerable operations devised for the correc- 
tion of retroversion that are based upon mechanical principles simulating those 
which originally controlled the organ involved. Of the many that are open to 
criticism, I think Kelley’s fixation, Oishausen ’s, Coffey’s, Bal dy- Webster ’s and 
Gilliam’s stand in the first rank and in order mentioned. 

It is a fact that many procedures which will prevent the corpus from occupying 
the posterior culdesac may furnish relief to the patient, who has been a sufferer 
from the nerve racking pathology involved in retroversion; and the gratitude ex- 
pressed by the goodly proportion is enough to make the operator feel that he has 
a means at hand to master the situation. 

The average surgeon is either too busy, or fails to recognize the importance 
of analyzing his results. He is satisfied to form his conclusions from the favor- 
able cases he may personally examine or hear from indirectly. 

We therefore grant that practically all operations for the correction of retro- 
displacement meet with success within certain limits. I have not been satisfied 
to accept the limitations imposed by the various popular procedures and refuse to 
put in practice any operation which will substitute one abnormality for another, 
unless it be the only way to furnish relief. 

It is my opinion, based upon a considerable experience and opportunity to 
follow closely my results, that the corpus can be restored, permanently, to its 
normal position with the least possible changes in anatomical relationship or 
variations from the normal. 

What are the mechanical principles involved in such a procedure? How is the 
utcnis supported and how is the normal position maintained? Whether the 
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corpus is aiiteverted or rctroverted, the structures which support the uterus re- 
main constant with respect to the particular function of support. What is the 
primary supporting structure of the uterus? It is that strong fascial structure 
in which the cervix is embedded, which radiates laterally and is attached to the 
bony frame work of the pelvis. In retrodisplacement the function of this struc- 
ture is not seriously impaired, as is evidenced by the fact that the standard posi- 
tion of the uterus can be re-established and maintained without resorting to 
surgical work upon this structure. This restoration may be accomplished by 
procedures upon the round and broad ligaments which nature utilizes under normal 
conditions for a similar purpose. 

The round and broad ligaments are so situated as to limit the corpus in its 
normal excursions, i.e., towards the sacrum as the bladder fills, and to assist in 
normal restoration of position when the bladder is being evacuated. The utero- 
sacral ligaments act in a similar manner but to a lesser degree. The round liga- 
ments and the upper portion of the broad ligaments are attached to the ex- 
tremity of the long lever or corpus — w'hile the uterosacral ligaments are attached 
to or near the pivotal point. From a mechanical standpoint, therefore, the round 
and broad ligaments are the logical tissues to be utilized in the correction of 
retrodisplacement of the corpus. As it is an accepted principle that peritoneal 
union is never a stable union — and yields when traction is made upon it — the 
shortening of these ligaments should never be accomplished by the folding of 
them and the imion of their peritoneal surfaces, but by the union of their raw 
surfaces. 

In reconstructing these ligaments the point of uterine fixation and pelvic 
anchorage should not be changed, also they should be recreated uniformly strong 
throughout. In my operation I attack both the round and broad ligaments, 
without changing the points of anchorage on the uterus or pelvic areas; and 
shorten them by the removal of excessive tissue between these points and su- 
turing the raw surfaces in such a manner as to reinforce or strengthen this middle 
portion. 

When the round ligament becomes overstretched and fails to function, this fail- 
ure is not because one point of anchorage is weaker than the other as is com- 
monly supposed, but because the tissue between becomes overstretched, and loses 
thereby its power of muscular action. 

I am unable at this moment to make a definite statistical statement but be- 
lieve I approximate the truth when I state that the number of recurrences have 
been extremely few and those have been the result of an improper application of 
the technic. A failure was observed in my return clinic this week. But this 
failure was the outcome of work done under conditions not ideal for the technic 
employed, namely, the broad ligaments wore injured by an inflammatory process 
involving the tubes and incidentally the broad ligaments. I have yet to see a 
single case recur after labor and I have had labor follow the operation as many 
as three times. 

I have studied the normal and abnormal positions of the uterus by lateral 
x-r.ay pictures with an iron stem inserted into its canal. I have been able to 
determine its normal changes under the influence of bladder distention and its 
limitations of motion after the ligaments have boon shortened. 

ith regard to the application of Olshauscn ’s technic for the cure of 
cystocolc or rcctocelo, it is beyond my imagination to conceive of its success. Cvs- 

toccle and rcctoccle arc separate and distinct entities and demand individual sur- 
gical procedures. 
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DR. RALPH H. POilEROY. — I cannot let this opportunity pass without re- 
ferring to the procedure which has been so consistently carried out and so relied 
upon by our late friend and councillor, Dr. L. Grant Baldwin, whose efforts to 
suture the anterior vaginal wall after the fasliion of Emmett produced certainly 
an artificial strap or ligament across the vagina that does in many cases e.xactly 
what Dr. Graves has been advocating, that is, raising the pivotal point of the 
uterus at a level of the internal os to a higher level in the pelvis. "Wliile many 
of us perhaps are not truly conversant with the technic of Dr. Baldwin’s pro- 
cedure and many have heard it damned with faint praise, I still hope that some 
one will carry on sufficiently to prove in the long run whether it is as useful 
as he thought it to be. 

DR. GORDON GIBBON. — I think a good many of us can agree with the prin- 
ciple that the attempt to suspend the uterus when retroverted by the round liga- 
ments is faulty, and that we must agree sooner or later that it must be a sus- 
pension rather than a drawing forward. I do not believe many of us will agree 
that you can cure a prolapse by suspending it. I am convinced from seeing Dr. 
Baldwin’s work and from the cases that I have had the opportunity to do, that 
it is possible in a very large percentage of cases to cure prolapse bj- plastic 
operation. 

The only trouble with Dr. Baldwin’s proposition is that it is a difficult op- 
eration to do. The principle is the same as that in the Fothergill operation, the 
same as in Dr. Bissell’s operation, the same as that in Dr. Rawls’ operation, 
namely, using the pelvic fascia, bringing it forward as a sling in front of the 
cervix. The only difference is in the way that the points of the pelvic fascia are 
approached and held together. It is, as you know, simply a modification of the 
old Sims’ operation, the modification being that instead of relying on the mucous 
membrane and sewing up these areas it is a deep stitch with silver wire into the 
pelvic fascia beside the cervix. 

A great many of these women who have passed the menopause have a small, 
atrophied uterus, and it does not take very much to hold the uterus up in 
these cases, and in prolapse the lesion is not uterine at all, but, as Dr. Graves 
pointed out, it is a stretching of all the pericervical tissues, and anything which 
will take up the slack of the pericervical tissues should cure the prolapse. 

I would like to call attention to the point which almost everybody has lost 
sight of, that Dr. Graves does not depend on the Olshausen procedure exclusively, 
in cases of prolapse but does plastic work on the cystocele and rectocele. The 
question is, is it worth while to suspend a small atrophic uterus in some of these 
cases where it can be supported from below? 

DR. H. B. MATTHEWS . — I have done a great many Olshausen or, modified 
Olshausen operations, modified in the sense substituting No. 2 twenty-day 
chromicized catgut, for the silk ligature in very much the same way as Dr. 
Graves has desci'ibed, with the exception of catching hold of the round ligament 
with an ordinary mouse-tooth forceps and scarifying the ligament at the place 
around which the ligature passes and passing the chromic catgut about in tho 
same manner, tying it on the inside. I think that it has many advantages over 
the Gilliam operation for the reasons that Dr. Graves brought out. 

I have never seen intestinal obstruction following any suspension operation. 

The cases in which the Olshausen operation is used, I think, have to be divided 
into wliether or not they are going to bear children. In those that are not going 
to bear children the method I have just described and the method Dr. Graves 
described work very nicely. I do not know of any operation for suspension that works 
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as well In the cases at the menopause or past the menopause in which I have used 
the silk ligature, I would say that I can distinctly remembei- 6 cases of complete 
prolapse, in one of wMch the cervix was out six inches. One woman, now 4o 
years old, had plastics below and the uterus drawn well up from above and fixed 
half way to the umbilicus with the silk, has had no recurrence and has a good 
deep vagina at the present time. I examined her not more than two months ago. 

It seems to me that there might be certain cases operated upon exactly ac- 
cording to the technic that Dr. Graves described, that might become a fixation 
and consequently cause trouble during labor. I have delivered several cases, after 
the Olshausen operation as I do it, and have had no trouble with the deliveries. 

One secs recurrences after any suspension operation, regardless of whose 
method is used. I recently examined a woman who had a recurrence after a 
modified Olshausen, not the Olshausen Dr. Graves described. 

Of course, any operation for prolapse from above must have plastic repairs 
from below. Dr. Graves did not mention that, but I take it that he, of course, 
intended to say that very complete plastic repairs be done as the first step in 
the operation. In the six cases of complete prolapse in which I did it, four of 
them have since been examined and the result in each instance is good, and 
there is practically no descensus. The other two cases I have not been able to 
follow up. 

In regard to pregnancy after the Olshausen operation, there has been no 
dystocia, that I am aware of, due to this form of suspension. 

DE'. C. G. CHILD, JE.— I have never thought favorably of trying to cure one 
pathological condition by converting it into another, unless I was pretty sure that 
the second was not as serious as the first. The uterus is primarily a pelvic organ, 
and to bring it up out of the pelvis and suspend it to the abdominal waE, is 
taking a liberty with an organ that I feel myself I would prefer to avoid. I 
cannot feel convinced that a suspension operation which suspends the uterus from 
a now location on the abdominal wall so far from its normal habitat can be 
anatomically or surgically correct. I have therefore limited my operation in this 
condition to the shortening of the round and uterosacral ligaments. My ex- 
perience leads me still to believe that this is as near the ideal as we have today. 
Of course in the more advanced types of prolapse plastic work is necessary in 
rectocele cases to obviate the mechanical factor which in many instances is 
re.'iponsible for the rctrodisplacement ; that is, the tugging of the rectocele on 
the posterior wall of the uterus which draws it down into the axis of the vagina. 
I agree with Dr. Graves that such plastic work should be done where indicated. 

Cases beyond the childbearing period, where the uterus has assumed only a 
secondary importance, are better treated by operation from below as this is at- 
tended with less surgical risk and for these cases I prefer the high ventral fixation of 
Duhvsscn. 

DR. WILLIAhl P. POOL. — ^It is probable that there are as many opinions on 
this subject in this room as there are persons present, which is pretty good evidence 
that the ideal procedure for restoring a displaced uterus has not yet been devised, 
and that those in use do not fit every case. 

In the consideration of operative treatment, 1 think that uterine displace- 
ments should bo placed in two distinct classes; simple retroversion, and procidentia. 
In the former condition the Olshausen operation has proved itself of value, as 
have also the other intraabdominal suspensions which have been mentioned. But 
in the latter, it is ahso necessary to conmder those structures which normally 
maintain the uterus at its proper level in the pelvis-the parametrial connective 
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tissue, and in a lesser degree, the uterosacral ligaments. In every case of down- 
Tvard displacement of the uterus these structures are fouund to be torn or over- 
stretched and attenuated, and no operation for prolapse which does not talje into 
account the restoration of these supports can be considered ideal. 

Both theoretically and from experience, I feel that it is not wise to depend 
upon any of the round ligament suspensory operations for the cure of procidentia. 
Since the round ligaments are inserted into the anterior aspects of the fundus, 
when these structures are utilized for ventrosuspension, the anterior face of the 
uterus is brought into apposition with the abdominal wall, and normal anteversion 
is not affected. Bearing in mind that when the woman stands upright the uterus 
should bo nearly horizontal, it is obvious that such a suspension carries it many 
degrees out of its normal axis. Therefore intraabdominal pressure which should 
be exerted upon the posterior surface of the uterus, is brought to bear directly 
upon the top of the fundus, or in part upon its anterior face, and is constantly 
acting to push the uterus downward from its new attachment. Eccurrences of 
prolapse that I have had after using the Olshausen and other round ligament 
suspensions, have been due to the stretching of the false ligament formed, or to 
elongation of the uterus itself. 

Neither does it seem to me wise to depend upon uterine suspension for the cure 
of even moderate cystocele, since downward displacement of the bladder is due 
not only to the descent of the uterus, but also to injury and weakness of the 
anterior vaginal wall which are commonly associated with it. A plastic which 
replaces and fixes the bladder at a higher level, and which also obliterates the 
space occupied by it in its prolapsed position, is usually necessary. 

BE. GEOEGE W. KOShfAK. — ^IVhen the matter of inviting the guest to one of 
our meetings came up in the discussion of the Council, there seemed to be a cer- 
tain tendency on the part of the gynecologists to claim that the obstetricians had 
had too many hearings in the meetings of this Society and that the gynecologists 
should be given a chance to air their views. It is quite evident that the Council 
has made a success of its choice because we have had more airing of views on 
this occasion than we have been accustomed to. 

I think ft-om the unanimity in expression, or lack of e.xpression, on the part 
of the obstetricians present that either they are in entire agreement with what 
has been said by the essayist, or else they feel they do not know enough to dare to 
discuss it. 

I am pleased to note on the part of the gynecologists present that they are al- 
ways considering the obstetrician in doing these operations and the bringing of 
pregnancy to a successful termination, which seems to be the cardinal point in 
the operation. From the standpoint of the obstetrician I am glad to acknowledge 
that this is borne in mind when we see all sorts of cases come to the delivery table, 
and unless the uterine wall is put in some impossible position, such as under the 
bladder, these women manage to come through usually with a little trickery on 
the part of the obstetrician in dilating a very much stenosed cervix, or if he can- 
not dilate it by cutting it, or if he finds there is an inertia and the woman does 
not dilate on account of some other "palliative” operation, he can always do a 
version and get a living child. So the obstetrician is apparently not in such 
an unh.appy predicament because the gynecologist has devised innumerable op- 
erations for ventral suspension — he seems almost invariably to find a way out in 
a subsequent pregnancy. 

DE. IIEEMAN GEAD. — ^I have never done the Olshausen operation. When 
I began to study the subject of suspension I found there were no less than 80 
different operations devised, and that they fall into four distinct groups. The 
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first group are those that simply have the suspension operation of Kelly; that 
is to say, a peritoneal adhesion operation, with a large number of failures. The 
. .second group are those that are typified by the' Wiley-Mann operation, where the 
round ligaments are simply plicated. ' They have a large number of recurrences 
of the retroversion. The third group are those typified by the Gilliam operation 
and the Simpson and Mayo modifications. These operations have a very large 
number of successes, but they are open to criticism because they create abnormal 
conditions in the peritoneal cavity. T^here is the fourth type of operation for 
retroversion which stands by itself, namely the Bissell operation, wliich I believe 
is the best operation that has been devised thus far. However, it is a time con- 
suming operation and takes a great deal of skill to do it. 

The Olshauson operation never appealed to me, it creates abnormal conditions. 
Tlic operation that I devised creates no abnormal conditions in the pelvis. I 
rely on the round ligaments and uterosacral ligaments in the operation for re- 
troversion of the uterus. The operations can be done rapidly, they do not create 
anything abnormal, and certainly give excellent results. 

I have studied 100 cases of retroversion done by this operation. The round 
ligaments arc shortened by splitting the broad ligament and burying the super- 
fluous portion of the round ligaments into it. It is a subperitoneal shortening of 
the round ligaments, and it gives most excellent results. The uterosacral ligaments 
arc also shortened. 

I was very much interested to note that Dr. Graves puts the prolapse and the 
retroversion cases together. I believe they are distinctly different types of cases, 
and I am rather interested to note the large number of successes he gets by 
simpl 3 ' suspending the round ligament. In my experience I have failed to get re- 
sults with the round ligament operation in prolapse cases. The prolapse cases di- 
vided themselves into two classes, the partial and complete prolapses, and are 
treated along different lines. A great many of the cases of complete prolapse 
require hysterectomies. I feel that in many prolapse cases the round ligament 
should also be shortened after the plastic operation. I find, however, that if 1 do 
a combined operation, that is a plastic on the cervix and anterior wall, and then 
open the abdomen, I get a greater morbidity. If I can avoid this double operation 
I do so in many cases. 

Dll. GBAVES (closing). — I am gratified that at least two of you look upon 
the Olshauson operation favorably. 

I agree with what Dr. Taylor has said regarding fixation of the uterus after 
the menopause. I am accustomed to do this operation in connection with the 
Olshauson 's operation after the menopause, first scarifying the fundus. 

1 think you have misunderstood me somewhat regarding plastic operations on 
the vagina in connection with suspension of the uterus. All our cases receive 
extensive plastic operations, the cervix is repaired if necessary; if there is elonga- 
tion and attenuation a high amputation is performed. 

The cystocele operation which we employ I will not take the time to describe 
in detail; suffice it to say that an extensive dissection is made at the sides and 
the fascia is brought together in front in a manner somewhat similar to the prin- 
ciple used by Dr. Baldwin. We do not however consider that the cystocele is 
cured without the suspension of the uterus, thus elevating the pivotal point. 

In answer to what Dr. hfatthews said with regard to statistics of the Olshausen 
operation I would state that this is my first detailed report, although I have 
rccommondcd the operation in my book. 
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CASE REPORTS 

Dr. Philip P. Williams read the histories of Two Cases of Tuber- 
culosis of the Endometrium, and One of a Very Unusual Early 
Double Ovum Twin. 

Case 1. — Mrs. N., age twenty-eight, white, married, admitted to the Gynecological 
Service of the Presbyterian Hospital, October 18, 1922, complaining of pain in 
the lower abdomen. She stated that the pain had begun six months before and 
that soon after its onset she had a curettement. There had been no change 
in her normal menstrual cycle. Three pregnancies had resulted in two full term 
children and one miscarriage at four months’ terminated the last pregnancy about 
a j’ear before admission. Operation October 22, 1922, showed bilateral pyosalpinx, 
adherent retroflexion of the uterus and chronic appendicitis. Supravaginal ampu- 
tation of the uterus with removal of both tubes and ovaries and the appendix was 
performed. The tubes, intestines and uterus showed the presence o.f many tubei'clcs. 
Pathological examination of the specimen showed tuberculosis of the tubes and the 
myometrium and endometrium. 

Case 2. — Mrs. W., age forty-four, white, married, admitted to the Gynecological 
Service of the Presbyterian Hospital, November 26, 1922, complained of menor- 
rhagia. Her menstrual cycle had been irregular for two years, being excessive 
and with shorter intervals and on many occasions clots of varying size had been 
passed. Married eleven years, sterile. Ph 3 'sical examination showed some moist 
rales at the left apex. There was a slight epitrochlear and cervical adenitis. Curet- 
tement under gas-oxygen on November 28, 1922, removed endometrium which was 
reported by the pathologist as showing tuberculosis. There was marked hj’perplasia 
of the endometrium, especiallj' of the glands. The glands were somewhat irregular 
in outline. Some piling up of the lining epithelial cells, but no breaking through 
the basement membrane. A few tubercles and an occasional giant cell were seen. 

Tuberreulosis of the endometrium is rated as being second in frequenej' in the 
pelvic structures, tubal infection onty exceeding it in frequency. The specimens 
show clearly the tubercle formation and the histories show the widely variant mode 
of onset, one in conjunction with widely spread tuberculosis of the peritoneum 
and pelvic structures, and the other an infection probably spreading from a pul- 
monary lesion. 

Case 3. — This specimen was removed from the uterus after supravaginal ampu- 
tation. The patient a Polish woman, aged twenty-four years, had had two children 
at term and no miscarriages. Her menstrual cycle had been regular after the 
birth of the last child. On January' 12, 1923, being four daj'S overdue, she injected 
a mixture of turpentine and soap suds into the vagina and possibly into the cervix. 
This was followed by intense abdominal pain, some bleeding and a condition of 
shock. She was transferred to a hospital, and treated for the shock. After some 
daj-s the pain became loss, the bleeding ceased and bimanual examination showed 
a retroflexed and adherent uterus and marked tenderness of the adnexa. It was 
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believed that the patient had either aborted or was not pregnant. Supravaginal 
amputation of the uterus with removal of both tubes and ovaries was done. On 
opening the uterus a decidual sac was found. This was sent to the Carnegie Insti- 
tute of Washington, Department of Embryology, and Dr. George L. Streeter, the 
director, reports that it is a specimen with double twin ovum of probably more 
than four weeks, developed normally and that a spontaneous abortion would doubt- 
less have resulted. 


DISCUSSION 

DR. BARTON COOKE HIRST.— I once saw an interesting case of a woman 
delivered at term in the University Hospital, who developed symptoms of infection. 
Exploration of the uterus on account of its unusual size and curious character of 
the discharge revealed a large quantity of thick grayish exudate, which was found 
to be due to tuberculosis of the endometrium with enormous hyperplasia of the 
decidua. The woman died witMn a few days after the onset of the symptoms, be- 
fore I received the pathological report. If I had had the report earlier I think I 
would have done a hysterectomy. The woman died I think of sapremia from the 
enormous necrotic mass in the utenis. 

I learned at a recent visit to the Carnegie Eoundation for Embryology in Balti- 
more that they were able to state as the result of observations on 4000 specimens, 
that the average retention in utero after embryonal death was six weeks. In re- 
viewing clinical cases before and since it appears that this statement is borne out 
by practical experience. The symptoms of the average abortion would indicate 
the death of the embryo on an average six weeks before its expulsion. The at- 
tempted preventive treatment therefore, in the majority of cases of so-called 
threatened miscarriages must necessarily be futile. The embryonal death is evi- 
denced by the first visit of symptoms which continue till the dead ovum is ex- 
pelled or extracted. Is not this fact also an argument against the expectant treat- 
ment of all abortions? 


DR. EDWARD A. SCHUMANN. — ^I have the impression that in and about 
Philadelphia, at least, pehde tuberculosis is being seen less frequently. That im- 
pression cannot be supported by statistics because I have made no research re- 
cently but a series of cases studied some eighteen years ago, revealed the fact 
that in some 200 pus tobes studied at the Gynecean and University Hospitals, the 
cases being from the service of Dr. Baldy, Penrose and Beyea, 17 plus per cent of 
all purulent tubes showed evidence of tuberculosis if serial sections were made. We 
must bear in mind that tubei'culosis of the tube is at times extremely focal. I 
have made sections of tubes and found' a tuberculous area occupying half a centi- 
meter and the rest apparently free from infection. In accord with Dr. Williams 
I feel we do not get many reports of tuberculosis from the laboratory in recent 
years. 


DR. P. HURST MALER. — I operated upon a similar case some years ago. It 
was a fibrous uterus thq size of a child’s head, which unfortunately for the patient 
was not diagnosed until after its removal. I say unfortunately for the reason 
that a large cigarette drain was left in with the result that a fistulous tract re- 
mained which never closed and which I also believe was largely responsible for the 
woman’s death some six months later. 


astounding the amount of tuberculous pathology that the individual gets 
rid of providing it is uncontaminated by other organisms. I saw a patient the 
o her day whom I had operated upon several years ago for tuberculosis of the 
uterus, tubes and ovaries, and right parametrial tissue. So extensive was the in- 
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volvenient that on the removal of the mass, tlie ureters and pelvic vessels were 
uncovered and the bladder, which was thickened and' adherent to the uterus, was 
broken into. TJie cervix was left to reinforce the sutured bladder wall and the 
abdominal cavity closed without drainage. The patient had a stormy convalescence 
but made a good recovery. A week ago she was in better health than she liad ever 
been and had gained forty pound's in weight. A careful pelvic examination failed 
to show any evidence of disease. The cervix was small and mobile. It was 
similar to the ones we so frequently see following a subtotal hysterectomy for fibro- 
myomata. 

Our present splendid results in the treatment of tuberculosis of the genital 
organs are undoubtedly due to the facts that we know it is not an infrequent disease 
and recognize its occurrence earlier and that wo do not include drainage as a 
part of our operative technic. 


Dr. Collin Foulkrod presented a paper entitled A Modification of 
Axis Traction Forceps. 

For the individual operator each forceps devised offers some difficulty. 

tVith instruments that Gt the hand an operator can do much cleverer work. 

In the existing forceps there have been some few points which in my ex- 
perience have needed correction. 

First— The shanks of the Simpson forceps are unnecessarily broad and will 
often start the cracking of the mucous membrane of the perineum before traction 
can be performed. This alone can be avoided by cutting the perineiun. 

We believe that many of the lateral vaginal tears are started by the pressure of 
these wide shanks against the wall just under the bladder. 

We have found no better cephalic curve than that of the Simpson forceps and 
with such a curve and the shank attached as in the Tucker-McLean forceps wo 
have secured in our opinion a safer instrument. 

The lock of e.xisting axis traction forceps is a snare and delusion and impos- 
sible to close quickly and always in the road. We have therefore used a large 
button to hold the notch of the second blade and have placed on top of the shank 
a lock with a shoulder on both sides which can be used in somewhat the same 
fashion as the Elliott set screw to prevent active pressure on the child’s head. 

The traction bar as used on the Dewees forceps has given me very good results. 

This forceps has been in use for over a year and has solved some of my prob- 
lems of forceps delivery. 

DISCUSSION 

DR. B. C. HIRST. — I know the Dewees forceps very well as I helped Dcwces 
to design it. In fact the main features I may claim to have suggested. The first 
model he brought me was so imperfect that I refused to recommend, it. There 
was no provision for oblique application. I showed him how this defect could be 
remedied and then much to my chagTin, he patented the idea. If the instrument 
makers had correctly copied the instrument I lent Dewees it ought to be a perfect 
reproduction of the Simpson forceps and ought not to inflict injury on the fetal 
head. I lent Dewees the Simpson forceps I bought in Vienna from an instrument 
maker who had received the model from Sir James Y. Simpson. The lock on the 
original Dewees is awkward and is, I am glad to remember, a part of the forceps 
I did not suggest. 

DR. NORMAN L. KNIFE. — I think that is a distinct advance over the shank 
of the ordinary Dewees or Simpson forceps and I am perfectly sure that it is 
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going to be tbe last improvemeut used on forceps because the next generation is 
going to do version for every malposition of the head for dystocia or obstruction. 
I am perfectly sure of that because ive won’t need any forceps. 

DE. EIOHABD C. NOEEIS.— I may say that I have a Dewees forceps with a 
similar lock, except it has no shoulders. I had tlie old lock taken oif and replaced 
with a lock like that on the Tarnier forceps. My trouble with the Dewees lock 
is that it repeatedly tears gloves. As a matter of fact the less one uses the 
compression lock the better. Now as to the shaft of this instrument and its re- 
duction in speed and to ironing out the vagina. The latter is a term describing 
submucous lacerations of the vaginal outlet. Dr. Doulhrod has spoken of teais 
beginning at this point and going backward; it is a belief that these tears begin 
above and come down. I have never observed traumatism from the shank of even 
the Simpson forceps. There is danger of putting on the forceps too soon and of 
pulling too quickly and thus tearing the upper third of the vagina. It is regarded 
as a great safeguard to the lower third and outlet to do a central episiotomy. I 
never deliver primiparae with forceps without doing this operation if injuries of 
the outer or lower third of the vagina seem imminent. That does away with pro- 
ducing trauma by the forceps at the outlet. I don’t believe any man can iron out 
the vagina in a reasonably short time and have the baby ’s head come through with- 
out lacerations of fascia and muscles under the mucous membrane. Nature does 
not do it. How can we improve upon her more gradual process? The cutting 
operation is more scientific, so I tliink the point Dr. Poulkrod has made about not 
producing traumatism is a questionable one. The lock is an improvement on the 
sliding groove arrangement on the latest model and I practically do witliout a lock 
in most cases. In the Simpson forceps we do not have any lock. Difficult forceps 
cases now are almost entirely posterior occiputs. A great deal of skill and ex- 
perience is required in many of such cases. They are perhaps the most difficult 
forceps operations encountered since we have an abandoned high forceps applied to 
the unmoldjed and partly engaged head at the pelvic inlet. 


Dr. B. C. Hirst presented tlie following ease reports: (1) Unusual 
Hydronephrosis with a Pyelogram of the Other Kidney. (2) Uterus 
Bicornis Duplex with Enormous Unilateral Hematocolpos from Re- 
tention of Menstrual Fluid for at Least Seven Years. 

Case 1. ^Mrs. E., Age twenty -five; married fifteen months; never pregnant. 
Menstruation normal. Chief complaint, pains in lower abdomen and back; worse 
on left side; not constipated; urine normal; swollen abdomen. Examination showed 
a left-sided cystic tumor extending from four fingers above the umbilicus to the 
pelvis, reaching considerably past the median line to the right of the abdomen. 
The diagnosis was ovarian cyst but at the operation it proved to be enormous 
hydronephrosis. The kidney was reduced to a mere shell with walls not an eighth 
of an inch thick. It seemed useless, therefore, to conserve it and it was removed, 
by a transperitoncal nephrectom}*. The other kidney has since proved perfectly 
competent. ^ 


Case 2. Mrs. N., August 29, 1922. Age twenty; married one year; pain 
first menstrual day. First noticed pain between 18-19 years, .with two sevei-e ( 
acerbatmns in June and July; the last supposed to be due to electric fan on 

I -rf 19 , during period, three days befc 

entering hospital, pain disappeared. Operation disclose,'' 


a uterus bicornis duple: 
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liematocolpos in atretic vagina of right side; no distention of either uterine cawty. 
Fundus of both homs excised vrith interstitial portion of tubes; latter fixed to 
posterior wall of uterus (artificial sterility), liematocolpos evacuated of a quart 
of menstrual blood; thoroughlj^ washed out; opening sowed to abdominal wall; 12 
days later lower end of right vagina opened; sinus in abdomen allowed to close; 
vagina drained for five days. Examination, October 2, 1922; Eesult perfect; ab- 
dominal sinus closed; both vaginal orifices ample size. 

The reason for excision of interstitial portions of tubes and their deflection 
was to prevent a possible pregnancy in either ill developed horn, with likelihood 
of rupture if ovum continued to develop, 

DISCUSSION 

DE. EDWABD A. SCHUMANN. — ^In regard to this second case of Dr. Hirst "s, 
which represents the arrest of development, I can appreciate the diflScuIties because 
on one occasion some years ago I found a case of incomplete abortion with con- 
siderable hemorrhage. As the hemorrhage persisted after the temperature dropped, 
I thought it proper to do curettage and did so, senduig a small amount of scraping 
to the laboratory only to get the report that it was normal endometrium without 
cridence of pregnancy, which disturbed me as the patient continued bleeding. I 
curetted the wrong horn of a bicornate uterus, the one horn was pregnant, the 
other one subsequently being operated upon by another and wiser surgeon. The 
other case of Dr. Hirst’s reminded me of one in the Frankford Hospital yester- 
day. One of my colleagues was about to cystoscope a woman with pain and ten- 
derness in the left kidney region. The cystoscope entered the right ureter with dif- 
ficulty and the left ureter not at all. There was apparentl}' no disease in the ureteral 
orifice. Later there was found to be a ring pessary in the vagina. "Wlien the ring 
pessary was removed the left ureter was entered and careful examination disclosed 
that the the ring pessarj- had caused distinct fibrinous exudate about the left ureter 
and had started a very definite hydronephrosis. 

DE. F. HUEST MAIEE. — Both of Dr. Hirst’s cases carry with them the value 
of rectal palpation as a routine procedure in gynecic diagnosis. It is often the 
crucial factor in enabling us to determine the presence or absence of an ovarian 
cyst. 

In the first case I believe it would have been much safer if not quite as scien- 
tific if he had refrained from introducing a catheter into the remaining kidney; 
especially as the urinalysis had demonstrated that it was functioning normally. 

It has been my experience that liematocolpos can usually be diagnosed through 
the rectum. There are exceptions to all rules, however, and if the character of the 
patliologj' is not recognized until after the abdominal cavity is opened I am in- 
clined to believe that it would be better to first complete the abdominal work and 
finally empty the collection of blood through the vagina below. 

DE. B. C. HIEST. — The patient menstruates regularly, half the discharge com- 
ing from the right and half from the left horn. When I first examined her there 
was an accumulation on the left side of nine years of menstrual blood. She men- 
struated apparently normally and regularly from the patent side. The large cystic 
tumor, I must confess, I did not suspect the true condition. 

I would say in reference to the criticism of the pyelogram, if done properly 
there is no risk about it whatever. It seems to me always a desirable thing to be 
sure that there is not a bilateral hydronephrosis. There was in fact a slight 
hydronephrosis and a little hypertrophy but no more than one would expect in a kid- 
ney doing double duty. 
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We are all aware of tlie adequacy of a single Irealtliy kidney. I have under 
observation now patients in whom I did nephrectomy twenty years and more ago, 
who are in perfect health. 


Dr. W. Wayne Babcock read a paper entitled Resuscitation in Abdom- 
inal Surgery. (For original article see page 1/9.) 

DISCUSSION 

DR. SCHUMANN. — This dramatic paper impressed me, particularly the ef- 
ficiency ratings. If I should rate as inefficient a nurse who failed to produce a 
perfectly acting intravenous apparatus within fifteen seconds and find that this 
nurse that very morning or the night before had been put on operating duty, I would 
probably be doing that nurse an injustice. If Dr. Babcock has an operating room 
team of nurses and assistants I could see where his efficiency ratings would come 
in. There are two efficiency ratings he did not mention. I think the operator who 
does not use proper anesthetic and does not choose the proper anesthetist and the 
operator who does not recognize impending respiratory failure, should be rated 
as extremely inefficient. The other point which impressed me is the amazing amount 
of operative work which must be done in these institutions to get so many of these 
respiratory and cardiac failures on the table. In the institution with which I 
happen to be connected such occurrences are exceedingly rare. I can recall only one 
respiratory failure with death on the table. I would ask Dr. Babcock in about what 
proportion such accident occurs and then I could draw cei'tain conclusions as to 
whether anesthetic or anesthetist had anything to do with it. 

DR. COLLIN FOULKROD. — I am moved to comment on two things very 
forcibly brought out by this paper: the first is that we, many of us, have an 
anesthetist placed to our hand in our own hospitals not properly trained and I can 
hardly agree with Dr. Schumann that such things are rare. It is my experience 
that the resident physician often does not know, and it must be brought out, that 
the pulse is no guide in such extremity. The patient may have a full, bounding 
pulse and no tidal air. There should be some way of internes being brought to us 
with a little better training in anesthetics. 

DR. RICHARD C. NORRIS. — ^In asphyxia of new' born infants adrenalin is very 
valuable as a stimulant where cardiac pulsations are feeble or have almost entirely 
ceased. The frequency of this emergency does not come, of course, to the gyne- 
cologist, as it does to the general surgeon. I would ask how much of this is due 
to spinal anesthesia? I suppose Dr. Babcock has had experience with such cases 
under other kinds of anesthetics. We cannot as gynecologists and obstetricians 
compare our experience with those of the general surgeon in his clinic, where there 
are so many more dangerous cases that come to operation. I can well appreciate 
the necessity for the prompt and precise technic he has described. 

DR. NORMAN L. KNIPE. — It is certainly true that our hospital technic, for 
instance, the putting of a nurse in the operating room for the first time and letting 
her do the w'ork as well as she can, the work of an experienced nurse, is all wrong 
and if a paper like Dr. Babcock’s can call attention to that it will do good. We 
ought to have training in first aid’, we ought to have drill as he suggested to make 
this move with greater facility. We do not always get warning of respiratory fail- 
ure and I have seen deaths occur suddenly on the table. 
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DR. BABCOCK (closing). — "Wo all recognize tlie importance of an efficient 
anesthetist, but this is a phase of the safeguards with which we should surround 
our patient without the scope of the paper. It does not seem too much to ask 
that each operating room should have a reasonably safe and efficient emergency 
technic, especially when only a simple drill and inexpensive apparatus are required. 
In our clinic we have a small emergency tray and each nurse who comes on operat- 
ing room duty, learns to prepare and have it in readiness. If the hnife, needles, 
and other metal parts are made of non-corrosive material, they may be sterilized 
and resterilized without deterioration. In nearly all hospitals there is a permanent 
senior operating-room nurse, and while pupil nurses come and go, this senior nurse 
should at least bo capable of showing the pupil nurses as they enter the operat- 
ing room how this emergency tray is arranged and also the nurse’s duty in an 
emergency. A flask of saline solution, kept during operations at body temperature 
with the little tray is all the apparatus required. To bring the prepared tray and 
the salt solution should not take twenty seconds, and before the assistant has the 
needle in the vein, the filled funnel and adrenalin are at hand. There should be 
no difficulty and very little sldll is required of tlie nurse. 

You say, “collapse on the operating table is a very unusual emergency.” 
Perhaps it is, but if it occurs only once in fifteen thousand operations, and if an 
occasional drill will enable you to save that one life, it is well worth being pre- 
pared every day in the year. We have fire drills in our schools, yet how many of 
our schools burn down each year? But the emergency is not so uncommon. I 
daresay every one of you can recall at least one life that might have been saved. 
Prom a few surgical acquaintances a few years back I collected nearly forty 
deaths under anesthesia, which was roughly, about one death to every five hundred 
operations with which they had been associated. I suppose my personal ex- 
perience has been unusually rich in these tragic events, for I can recall twenty 
patients who had respiratory and circulatory failure on the operating table. 
These did not include the slight cases which are not infrequent, such as a child 
under operation for tonsils or hair lip that has to be inverted and shaken a few 
times before the circulation is resumed and the operation completed, or other 
cases of transient collapse under ether, chloroform or gas, or the deaths from pure 
traumatic shock. Doubtless the number I have seen has been increased by the 
use of spinal anesthesia, particularly in the early days when we attempted to 
operate by this method upon nearly every shocked or moribund patient who entered 
the hospital. 

For example, from 1904 to 1914 we had rejoeated experiences with measures 
for resuscitation and nine patients died on the operating table. From 1914 to 
1923 by avoiding spinal anesthesia in the intensely shocked, desperately ill or 
apparently moribund patient, we had no deaths from the intradural injections, 
although a small number of patients required resuscitative measures, and one 
from zinc chloride poisoning was resuscitated with great difficulty and died a few 
hours later. During this time, however, I saw' three deaths, two from ether and 
one from nitrous-oxide-oxygen in patients who were apparently good surgical risks 
and who were having operations not considered dangerous. At least two, possibly 
all three of these patients would have recovered had the emergency measures 
described in the paper been promptly followed. 

Nearly thirty years ago as an interne, I had an impressive illustration of the 
importance of accurate and systematic resuscitative measures. From a poorlj’ 
applied tourniquet, a robust police Sergeant, shot through the knee, bled to 
collapse on the operating table in the presence of a room full of physicians who 
were discussing methods of amputating the leg. Despite the pulseless condition 
of the patient the operation was started while the doctors present whipped out 
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liypodermics and each independently attempted to stimulate the patient by his 
own plan. Some used strychnine, others digitalin, others atropine, while one old 
surgeon, obviously from long dependence, had glasses of whiskey arranged about 
Ihe patient for convenience in filling Ms syringe, and repeatedly circled the patient, 
now injecting the neck, then the arm, then the body, then the leg and then returning 
by a series of injections upon the other side of the patient. No one knew nhat 
stimulation this patient received, but it is probable that he had tliirty or forty 
hypodermic injections ivithin ten minutes and the operation was concluded as the 
patient breathed his last; 

By a systematic technic, we do the thing that is essential and avoid wasting 
time on nonessentials. There is one predominant cardiac stimulant for the 
emergency and that is, the intravascular use of adrenalin. Nothing compares with 
it. The slowly acting digitalis is not to be considered. It is a foolish diversion 
to inject anything under the skin of a man practically dead. There is one great 
associate for adrenalin and that is cardiac massage, (either may fail alone) . The 
second thing is the use of artificial respiration in a way that will be efficient. 
We cannot conveniently use the methods employed when a man is shocked by an 
electric wire, or pulled out of the surf, and we must act quickly and make sure 
that our efforts move the air in the lungs. Muscles and bones will live for 
hours without circulation, the cortex of the brain, but seven minutes. After this 
time, although we can make the patient spontaneously breathe and cause his heart 
to resume beating, he will simply go on in a vegetative way for a few liours, or 
at most a few days, and then pass out without regaining consciousness. Knowing 
this is to know the importance of quickly doing the few things that are essential 
and of always being prepared. 


JOINT MEETING OP THE NEW YORK OBSTETRICAL SOCIETY 
AND THE OBSTETRICAL SOCIETY OP PHILADELPHIA 

AFMIL 5tli, 19SS 

The President, Dr. William E. Parke, in the Chair 

DR. WILLIAM E. P ARKE. — Philadelphia has been entertaining a considerable 
number of members of our profession during the week and it is my pleasure to- 
night to welcome the members of the New York Obstetrical Society. We hope you 
enjoyed the day. I will ask your chairman. Dr. Pomeroy, to address us. 

DR. RALPH H. POMEROY, NEW YORK. — ^We are going to present to you 
through Dr. Humpstone some of the troubles we have been puzzled over, both by 
commission and in tlie open, and because we felt that we had been confronted 
with various problems of sociological character that the public is talung up in 
coimection with our essential work, the consideration of obstetrics in particular, 
and there are numbers of questions that we still do not know how to answer. We 
certainly hope that you will answer some of them for us. We don't even yet know 
why It IS that legislators and governing bodies have proclaimed with emphasds 
that one cannot transport or use beverage alcohol' and there doesn’t seem to be any 
substantial movement on foot to abolish that type of legislation and yet if we 
consider the agitation that is now on hand to abolish the transportation of other 
questionable articles of merchandise, we wonder where the consistency conies in 
and wc expect you to solve that problem for us. 
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Dr. 0. Paul Humpstone then read his paper entitled The Sociological 
Responsibility of Obstetrics and Gynecology. (For original article 
see p. 149.) 


DISCUSSION 

DR. EDWARD P. DAVIS. — No more valuable and interesting paper has come 
to my knowledge for a long time than that of Dr. Humpstone ’s and the time 
is ripe for such studies and, I trust, for some action. The responsibility of our 
profession for public welfare should be acknowledged by us all and in consider- 
ing ways in which the profession maj' exercise inflnence may I draw your attention 
to the fact that in foreign countries at times phj’sicians have exercised by mem- 
bership in legislative bodies very great influence. We have onlj' to think of Porro 
and hlangiagalli as Senators of the Italian Kingdom to know that obstetricians and 
gynecologists have done what they could for their country. We have only to 
refer to the fact that a considerable number of medical men are in the English 
House of Commons to appreciate the superiority of England in dealing with 
the midwife and some other important problems. There is no reason why an 
obstetrician and gynecologist should not be in the legislative body of his State 
and New York has sent a Senator to tho United States Government. 

In the State of Pennsylvania we have at the present time an illustration of the 
danger of vicious legislation. The chiropractors are well organized in this State 
and tho osteopaths have before the Legislature a bill which will give to them 
the complete practice of medicine, of surgerj', of obstetrics, and of the administration 
of medicinal remedies in addition to their peculiar manipulations, and, unfortun- 
ately, this bill goes back by political intrigue to certain members of a high medical 
board. That is a danger which threatens us in our State and I imagine you in 
your State have your own troubles. 

That the medical profession should be the authoritative body on birth control 
goes without saying, and it is a part of the mental upset and hysteria of the 
present that those persons who most agitate to bring themselves into notoriety are 
taking up the question oftentimes in a miserable and disgusting wa}'. So far as 
birth control to prevent excessive population goes, we must remember in this 
country there are two factors preventing increase of population which have noth- 
ing to do ndth reproduction: one is the resistance of organized labor to immigra- 
tion and the other is the desire of large corporations to import ignorant and foreign 
labor to support their purposes financially. Tliis is a political condition which 
directly affects the size of the population of this country. We have long harked 
back to the phrase “melting pot,” but you are aware that some of our most 
distinguished students deny the fact that human races ever melt. The negro is 
the same as he was in pre-Biblical and prehistoric days. It is considered a ques- 
tion whether any person not born and bred for a generation in this country will 
after a considerable lapse of time become racially a Caucasian. Undoubtedly 
we must consider that a question in the matter of population. 

There is another factor of extreme importance, that is the factor of economic 
conditions. We all remember Continental Europe at the time of large standing 
armies, when European Governments very frankly encouraged promiscuous re- 
production and to prevent criminal abortion cared for children so produced. We, 

I think, would not be willing to have develop in this country any condition which 
forbade marriage, because of lack of money, and which encouraged promiscuous 
reproduction, throwing the burden of the care of these children on the State. If 
we are to offset and guard against such a predicament we must make economic 
conditions such that the working man can obtain a living, comfortable wage and 
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nian-y early and live comfortably, and tliere can be no greater service rendered 
to tlie State tlian fostering sueli economic conditions. It is true that all tlie great 
corporations take seriously into consideration the health of their operatives, and 
that they encourage among the young and industrious men and women marriage 
and try to make such families comfortable afterwards. 

The dangers and the risks of contraception have w'ell been set forth. It is, 
however, the duty, I think, of our profession first to acquaint women with physio- 
logical conditions concerning conception, then to advise such means as may safely 
and simply be employed, with the distinct understanding that none of these means 
can be absolutely relied upon. To draw upon the credulity or upon the false 
sense of security of those who practice contraception is certainly rmworthy of 
our profession. 

The question of sterilization in a scientific manner is better possibly than the 
question of contraception and there is one class of patients who I find appeal 
strongly to us all, that is the hard working wife of the artisan, the woman wlio 
has already produced three or four children, she and her husband have reached the 
limit of earning capacity, the woman shows the result of repeated parturition and 
hai-d work and comes to us for advice and care, and there I believe we may 
properly terminate the possibility of conception by some proper surgical means, 
leaving ovarian tissue and conserving the general health of the individual. If 
that is done with the written consent of husband and wife we are rendering, I 
believe, a valuable sendee to humanity. 

A lack of beds for hospital maternity cases is a crying evil in tliis, as other 
" states, and a good deal has been done here to improve maternity service in hospitals 
by a former member of the American Gynecological Society, Dr. Baldy, who dur- 
ing his active professional life raised the starrdards of our hospitals and refused 
to recommend a hospital for resident physicians unless that liospital provided 
adequate maternity training for the resident, and the result of that effort was 
a very decided improvement in the maternity service of this State. As you and 
we build better roads, as Uncle Henry lowers the price of the flivver and puts 
another spring in the back seat, it will be more and more possible to take com- 
plicated oases of confinement in our States and ruih to hospital in time to avoid 
obstetric catastrophe. We have in this State at least fifty adequate hospitals, 
you probably have more, and the problem should be solved somewhat in that manner. 
The essayist has very wisely drawi attention to the question of obstetric at- 
tendants and may I suggest to all of you who are interested in the problem of 
nurses that that today is the vital problem of nursing in this country. The trained 
nurse is expensive. There are various things drawing away from private practice 
tlie skillful nurse — public health work, school work, community work is rendering 
much less the number of nurses available for the individual patient in the private 
house, and it is the problem of the day to train, by suitable method and under 
local and State and municipal restriction, a certain number of persons of at 
least average intelligence who can carry out the essentials of medical and surgical 
care at a very moderate cost. Your obstetric attendants will come in line with 
that vei 7 much desired solution. We can only say that if this Eepublic is to oon- 
tmue in prosperity and to prosper that the question wdiich is vital today is the 
care of its population. Not only the care, but the education of its population, 
and one may say that a successful education is that training which fits its possessor 
to follow, with keen and loyal interest, some honorable pursuit in which he can 
gain an honorable living, and shall in some way contribute to the welfare of 
mankind, and tliis specialty, honorable and ancient as it is, can do no better work 
tlinn tliut so 3.1)ly oiitlinG<3, l 3 y the essayist. 
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DE. BAETON COOKE HIEST. — listened naturally rvitli great interest to 
this paper, sir. We must all agree with the essayist as to the necessity of prenatal 
care. We have all seen the advantage of it. In this city one advantage is shown 
in the marked lowering of the incidence of eclampsia. My interne yesterday called 
my attention to the fact that we have had fewer cases in the University Hospital 
during the last winter than ever before in the history of the Institution. I am 
sure the preliminary care of pregnant women has been the reason. 

As to birth control, I tliink the attitude of physicians should be not to en- 
courage this movement nor to give any information about it except in a limited 
number of cases for medical reasons. My custom has been to point out the 
disadvantages of all the methods commonly employed, almost all detrimental to a 
woman’s health, usually resulting, if continued long, in sterility in the woman 
and possibly impotency in the male. That threat has a potent influence on the 
man. 

The underlying idea of the essayist, it appears, is how can obstetrics best 
contribute to the welfare and safety of our women? There is one thing wc can 
do, with that end in mind, that has not been mentioned. In an analysis of my 
private case books, comprising some 15,000 names, or more, I found that over 
50 per cent of women come to my office with injurj’ of the birth canal and 10 per cent 
of them have retroversion of the uterus. These two conditions, constitute 60 per cent 
of all the diseases of women; no woman should have either of them, if her physician 
is competent. 

If we do our work properly wc can wipe out, by a proper education of medical 
students and the profession, the great majority of the diseases of women and 
that seems to me one of the most important functions of our branch of medicine 
at the present time. Another duty we owe to the public is to teach our students 
how to deal with the complications of labor, by ample clinical instruction. We all 
remember the recent address by Sir Arthur Newsholme in which he proved tliat 
the prenatal clinics of Great Britain did not diminish the mortality of the now 
born to as great an extent as the proper management of labor would have done. 
In other words tho greatest loss of infantile life was due to mismanaged labor and 
its complications. If we concentrate our efforts on the better education of medical 
students and general phj'sicians, we uill lower the incidence of diseases of women 
until they almost disappear and will diminish the appalling wastage of human 
life before, during and shortly after birth. 

In our special work as in the otlier branches of practice, preventive medicine is 
the field for future progress. 

DE. EDWAED A. SCHUMANN.— As most of our guests are compelled to 
leave I must of necessity forego the opportunity of discussing Dr. Humpstone's de- 
lightfully scholarly and idealistic paper. I should like to debate the matter — ^birlh 
control. This is a procedure which lias existed in the country for many genera- 
tions and is steadily increasing. We know that birth control is exercised not onlj' 
by those we would advise for or against, but those of our inhabitants whose off- 
spring are most necessary for the high type of citizen which he insists shall bo 
the population of the future. I am not convinced that mere numbers of births 
predicate an advancement of the race, but feel rather that the earth’s population 
is sufficiently numerous to permit of selective breeding. 


Dr. David Longakek reported a case of Labor Complicated by Con- 
genital Diaphragmatic Hernia, with Autopsy Findings. 

Mrs. D. was admitted to the Kensington Hospital for Wumen at 7 -.30 p. M. 
(6/19/22). She was pregnant at full term and according to her menstrual history 
should have been due 6/17/22. She had had some slight pains for a few hoirrs 
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before admissiou and on admission she had some very weak pains at long irregidav 
intei-vals. She was not in active labor. 

At 10:30 P. M. (two and one half hours after admission) examination showed a 
frank breeeh presentation of the L. S. A. type. The os was dilated one finger- 
breadth. At that time the pains were weak, infrequent and irregular. 

The following morning the patient was having a few pains as before but none 
of any strength, duration or efficiency. At 1 P. M. 6/20/22 the patient was given 
two ounces of castor oil and tliis was followed in one and -one half hours by a 
magnesium salt enema. At 3:30 P. M. she was given pituitrin minims iii, intra- 
muscularly. She immediately developed strong pains with complete dilatation of 
the os at 4:30 P. M. The membranes ruptured spontaneously at 5 p. M. and her 
pains were strong and very frequent. 

At 6 p. M. the patient was taken to the delivery room. Under chloroform 
anesthesia Dr. Longaker delivered the baby easily by breech extraction as in 
Potter’s method. Immediately on delivery the child seemed in good condition. It 
gaped and strained and attempted to breathe but for some reason could get no 
air to enter the lungs. PinaUy intubation of the larynx was done. The pulniotor 
was also used but mthout avail. The child’s heart during all this time continued 
to beat strongly and did so for fifty minutes after which time it stopped and the 
child was declared dead. 

Permission for autopsy was obtained. 

The mother’s condition was good all the time during and following delivery. 
She had a slight tear of the fourchette not requiring repair. The placenta and 
membranes were easily extracted whole. The following puerperal history of the 
mother was uneventful. 

The autop.sy report showed: 

Evidently a well developed full term baby weighing 8 lbs. 7 oz., 21i/> inches in 
length. No gross abnormalities apparent. The left lobe of the liver was found 
occupying the epigastrium and the space to the right under the lower costal margin. 
The right side of the diaphragm was absent except for a small thin strip about 
one-half inch in diameter extending along the anterior parietal region at the level 
of the eighth costostemal juncture. Behind this narrow strip the right lobe of the 
liver projected being bent upward and. outward to about a right angle with the 
left lobe of the liver. 

This right lobe of the liver occupied nearly the whole area of the right pleural 
sac and extended up to the level of the first rib. 

Behind the liver a gi-eater part of the intestines also extended up into the pleural 
sac on the right, there being found in tliis position the appendix, the cecum, the as- 
cending colon and about one inch of the transverse colon, also about three fourths 
of the small intestine as near as could be judged. 

The pleura on the right posterior wall extended downward continuously without 
Inoak or irregularity over the right kidney and was then reflected up and forward- 
being attached as mesocolon. 

The right lung was small annd compressed medially. The heart was displaced 
to tho left. The left pleural sac was normal to all appearances. The left lung was 
normal but Was compressed to the extreme left. The thymus was norma] but was 
pressed upward and to the left. The left diaphragm was apparently normal, most 
other hernia cases reported have occurred on the left side. 
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Abortion 

Benthin; TEe Indications for Induction of Abortion. Tlicrapie der Gegenwart, 

1921, Lxii, 324. 

Kdnigsberg University Clinic statistics show that induced abortion is twice as 
frequent as it was before the war. While he regards this as largely due to criminal 
measures, Benthin feels that therapeutic abortion is often performed on insufficient 
grounds. In only 58 per cent of 78 cases referred to the clinic for abortion was 
it found necessary to interrupt tlio pregnancy. Von Jaschke is quoted to the effect 
that of 385 cases of induced abortion, he regarded 278 as unjustified. In the 
Konigsberg clinic only 210 therapeutic abortions were performed in 23 j-earsj 
the mortality was 7.14 per cent; the operative interference is charged with 3.81 
per cent. 

Indications referable to the ovum and maternal genitals are relativelj- few: 
fixed, incarcerated, retroflexed uterus; in carcinoma of the uterus if the interest 
of the mother demands radical procedure; death of the ovum without maternal 
toxemia calls for intervention only when medical observation cannot be had. Abor- 
tion is called for in case of prolonged bleeding (hgb. 50 per cent or lower), placenta 
previa, hydatidiform mole, acute hydramnios. 

Toxemia of pregnancy often leads to unnecessary abortion. Improvement often 
follows dietetic measures, change of climate, etc. Abortion is indicated when 
despite these measures there appear cerebral symptoms, rapid pulse, high tempera- 
ture. 

Heart disease: a critical review convinces Benthin that tliis complication is 
unduly feared, and that the total mortalitj' of heart disease complicating pregnancy 
is 2 to 4 per cent. In the absence of decompensation and myocarditis, not even 
mitral stenosis calls for abortion. 

Tuberculosis: laryngeal and progressive pulmonary cases must not be tempor- 
ized with; but latent tuberculosis, and manifest cases that are not progressive, 
will bear observation. In only half of even manifest cases is an unfavorable in- 
fluence to be expected. It is to be noted that neither positive sputum, loss of 
weight, short fever, nor even an hemoptysis alone indicates abortion. 

Kidney disease: albuminuria is frequently physiological. This condition may 
be engrafted upon a nephropathy, acute or clironic. Acute nephritis yields to the 
internist’s treatment; chronic nephritis requires observation to anticipate apoplexy, 
uremia, and cardiac complications, but prophylactic abortion even in this disease 
is unjustified. Abortion is absolutely necessary in exacerbations in the early 
months, with decompensated heart, uremia, retinitis, and increasing edema. Pye- 
litis seldom requires abortion. 

Diseases of metabolism and internal secretion: abortion is indicated only in 
such cases of Basedow’s disease wliich are not judged good risks for thyroidectomy. 
Pregnancy increases the likelihood of diabetic coma, but abbrtion is indicated in 


242 





REVIEWS AMD ABSTRACTS 


243 


diabetes only vhen dietetic treatment fails to cbeclc the sugar excretion, or acidosis 
or increasing albuminuria develop. Of hepatic diseases, only acute yellow atrophy 
calls for abortion; as do also the blood diseases, leukemia and pernicious anemia. 

Mervous and mental diseases: these are seldom affected adversely by pregnancy 
and conversely, abortion is seldom of benefit. It is in less favor than of old in 
treatment of chorea. Epileptic attacks are sometimes more frequent in pregnancy ; 
abortion is indicated only in marked increase in frequency, with increasing psychic 
disturbances, and above all, in the dangerous status epilepticus. Only the severest 
eases of polyneuritis, involving the optic nerve, call for abortion. In the psyclioses, 
abortion comes into question only in the severe depression states. This holds also 
for dementia preeox, in which it is called for only in relapses. 

Is the physician to consider any but medical indications for abortion? As to 
social indications, no. As to eugenic indications, the time is not yet ripe. As to 
rape, the question is evaded' as follows: “Our experiences consequent to the Rus- 
sian invasion confirm the already oft-expressed view, that pregnancy after rape is a 
rarity. Whether rape has occurred or not is for the magistrate to decide.” 

EAIISAY SPILLirAN. 

Phillips: The Induction of Abortion. The Lancet, 1921, ii, 266. 

The article is based upon 57 instances of induced abortion which the author 
has performed in 35 years of private practice. In all of these cases a consultation 
was held, and complete agreement was reached that artificial abortion was not only 
the best but indeed the only course to pursue to save maternal life. No maternal 
mortality occurred in the entire series of operations. 

Eighteen were performed for albuminuria. All had been treated in the usual 
way by rest, diet and the various drugs employed in these cases without improve- 
ment. In two cases of glycosuria the induction was carried out because of the 
rapid progress in the already existing disease, emaciation and thirst being the two 
marked symptoms. 

Eleven patients were treated by induction of abortion because of uncompensated 
cardiac disease. There was double aortic disease in 4 cases, aortic and mitral 
stenosis in 5 and mitral regurgitation in two. In all of them relief of symptoms 
followed the operation. 

The author found uncontrollable vomiting of pregnancy to be one of the com- 
monest reasons for induction of abortion, occurring in 15 of his 57 cases. In 
all of these cases every kind of local and general treatment was tried. In one 
case abortion was induced because of acute salivation, measurement on two occasions 
showing a secretion of over two quarts of saliva in 24 hours. Sleeplessness and 
rapid loss of flesh were prominent features of the case and finally, commencing 
mental disturbance rendered induction necessary at the tenth week. 

One case required induction of abortion because of a severe chorea, where 
mental symptoms developed about the eighteenth week of pregnancy. 

In all six placenta pre-via cases induction was carried out because of profuse 
hemorrhage, this urgent symptom occurring without warning. 

In three cases he induced abortion because of carcinoma of the breast. 

The author advocates early induction of abortion (before the tenth or twelfth 
week) in certain cases of mental aberration but believes it difScult to generalize 
on the treatment of these cases as each should be considered on its merits. 

In other conditions as pulmonary tuberculosis, general tuberculosis, epilepsy 

conditions leading to paraplegia, etc., he does not believe induction of labor is 
necessarily indicated. 
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Wiegels, W.: Artificial Abortion, in Respect to Social and Eugenic Considera- 
tions and to Rape. Therapie der Gegcmvart, 1921, Ixii, 461. 

Wiegels laments the remarkable incidence of criminal abortions in Germany, 
which it seems to him increases “in direct proportion to the sinking morality and 
staunchness of the German people.” The physician, as guardian of the public 
health and weal, must lend liis aid to measures best designed to combat the prac- 
tice: education as to the consequences of abortion, moral and ethical considerations, 
extension of religious influences on the one hand; combating misjudgment in 
therapeutic abortions, suppression of the means for producing abortion, preference 
and better incomes for largo families, etc., on the other. 

Statistics on the incidence of criminal abortions obviously are unreliable. Esti- 
mates by Bumm, Ddderlein, Opitz, and Winter vary from 300,000 to 500,000 occur- 
ring annually in Germany. As for the proportion of criminal abortions in this 
number, Wiegels observes that out of 15 patients he has seen in the last 5 months, 
12 showed no reluctance about admitting the nature of the abortion and in the 
other 3 cases a criminal origin could not be satisfactorily excluded. 

Wiegels states that many physicians will interrupt a pregnancy because the 
family is poor and has many children; a physician who docs this ceases to be a 
physician and becomes a social worker. He condemns the Neo-Malthusian teach- 
ing. An indication for abortion is cither medical or social; if it is solely social 
it is not to be recognized. 

As for eugenic indications, he states: “Our Imowledge of the whole subject 
of hereditary transmission stands upon such weak legs that we are not justified 
in deciding upon an abortion on the ground of our so far accumulated experience. 
Only in very rare cases could a psychiatric specialist decide on an abortion.” 

Wiegels regards the Mendelian nature of human attributes as not yet sufficiently 
established to form a basis for interference with pregnancy except possibly in rare 
cases as for example in which the family tree is laden with epilepsy and idiocy. 
Likewise sterilization is very rarely indicated. The eugenic indication is not recog- 
nized by the leading gynecologists, psychiatrists, and clinicians. 

Like Benthin, Wiegels notes that the Russian invasion of East Prussia resulted 
in the impregnation of many German girls by the Russian hordes, and he endorses 
Ddderlein 's standpoint, “The interruption of a pregnancy in case of a definitely 
proved rape is not punishable”; but he raises the point that it is difficult to prove 
the lack of consent. Ra'ms.w SprniiJfAN. 

Horvat, A.: Statistics on Criminal Abortion. Monatschrift fiir Geburtshilfe und 

Gynakologie, 1922, lix, 278. 

Of the 122 abortions investigated as to cause of abortion, 62 or 50.8 per cent 
were definitely criminal and 19 more almost certainly criminal. The incidence 
of criminality, therefore, was 66.4 per cent. Of these patients, 29 had a normal 
or subnormal temperature and many patients who had fever on admission had 
normal temperatures after a short rest in bed. Hence the presence of fever in 
abortions should not be used as criticism of criminality. 

The number of married and unmarried women was practically the same. Most 
of the abortions occurred in patients between the ages of 25 and 30 but most of 
the criminal abortions took place between the 18th and 24th years. 

Among the 81 cases of criminal abortions, seven died (8.6%). The actual 
mortality of criminally induced abortions however is much greater than here indi- 
cated for only a small number of the patients ’ are brought to hospitals. The most 
common method used to induce abortion was the injection of soap and water into 
the uterus by means of a syringe. J. P- GREENmnn. 
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Marx: The Differential Diagnosis hetween Abortion, Pregnancy and Disease. 

Zeitschrift fiir Geburtshilfe und Gynakologie, 1922, Ixxxiv, 742. 

The author describes a case of fatal sepsis following ■ an abortion induced by 
catheter at the third or fourth month. The infecting organisms were gram positive 
cocci and rods. The gram positive rods had led to gas formation within the 
uterus, with the development of cavities in the uterine wall, which showed a 
number of small points of rupture at the uterine fundus. Difficulty in establishing 
a clinical and even a pathological diagnosis of abortion was very great and was 
increased by the fact that the patient gave a false history. Pelvic examination 
suggested an interrupted pregnancy, as did the unopened uterus at the autopsy, 
while a gross section of the hardened specimen resembled a destructive neoplasm. 
It was only on microscopic examination that a definite diagnosis was possible. The 
case was further obscured by the demonstration of methemoglobin in the bloody 
exudate in the euldesac of Douglas and also in the blood tinged urine. This 
at first directed attention to the possibility of poisoning by some blood destroying 
drug, but it was finally decided that the change was due to bacterial activity. 

Mabgaret Schudze. 


Campbell, John: The Position of the Medical Practitioner Called in to Attend a 

Case of Procured Abortion. The British Medical Journal, Dec. 10, 1921, INo. 

3180, p. 985. 

The author considers three factors as influencing the physician in meeting his 
obligations to the patient and the community. (1) A doctor may be aware of 
tlie intention to commit crime before the operation is performed. In this in- 
stance the doctor can do nothing except in a psychological way. (2) After the’ 
crime has been committee'll but without fatal result to the woman, the physician, 
is called in to treat complications. Under these conditions he is bound to pro- 
fessional secrecy. (3) When the crime has been committed and a fatal out- 
come has resulted the coroner should be notified of the circumstances under which 
the woman died. P. L. Adaik. 


Nijhoff: Petal Death Due to Intrauterine Strangulation. Nederlandsch Tijd- 
schrift voor Geneeskunde, 1923. i, 142. 

One of the less frequent causes of death of the fetus in utero is strangulation 
due to tight winding of the cord around the neck. Nijhoff has observed three 
cases in which he feels this was the case. In each instance the mother was de- 
livered of a macerated fetus. He believes that the fetus dies as a result of inter- 
ference with the circulation of the cord itself. E, E. Wobus. 


Seggelke: Quinin as an Oxytocic in the Treatment of Abortion. Tlierapeutische 
Halbmonatsliefte, 1921, xxv, 17 . 

The author recommends quinin as a stimulant to uterine contractions in cases 
of abortion. He uses 0.5 gm. intravenously in 10 c.c. of sterile distilled water and 
simultaneously a similar dose intramnscularly. Moderate toxic symptoms usually 
appear but may be minimized by slow injection and have never been followed by 
serious after effects. Strong pains usually follow the injection shortly and brin^ 
about cervix dilatation and the expulsion of the fetus. Separation of the placenta 
does not seem to be favored and the method has not been successful in causing its 
expulsion in cases of incomplete abortion. The cervical dilatation procured how- 
ever, is of distinct advantage when operative interference becomes necessary, and 
iMates the necessity of forcible dilatation with its resultant tears and portals 
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of entry for infection. The procedure is of particular value in limiting- the 
necessity for operative intervention in infected cases. 

jM.vrgaret Schulze. 

Joseph: Treatment of Abortion. Thcrapic der Gegen-vvart, 1921, Ixii, 299. 

The therapy of threatened abortion is very simple: no instruments, one examina- 
tion, strict rest in bed, and perhaps some opium; this regime often arrests con- 
siderable hemorrliage and saves the pregnancy. In some cases a patient h'as to 
keep her bed throughout pregnancy because of bleeding, and still bears a living 
child. 

In operative treatment of abortion one must differentiate sharply between the 
aseptic and the febrile cases. In the aseptic, immediate inten-ention is indicated 
oiilj' when there is severe hemorrhage. Joseph condemns the time-honored tam- 
ponade for dilatation and induction of pains because it is practically worthless 
and also produces favorable circumstances for the spread of bacteria from the 
unstcrilizable vagina. It is allowable only for checking hemorrhage until the 
patient can be taken to the hospital. 

In eases of severe hemorrhage Joseph dilates the cervix cautiously. He de- 
taches the placenta with his finger, pressing on the uterus from -without with the 
other hand, at the same time orienting himself as to the uterus and its contents 
He then curettes with a large sharp curette until the curette is heard to grate on 
the muscle. The fetus may be removed piecemeal if nccessarj', with ovum forceps; 
but the ovum forceps for detaching the placenta, together with the small curette, 
Joseph condemns. 

Febrile cases: regardless of the results of blood cultures or of whether the 
infection has extended beyond the uterus or not, Joseph regards the septic ovum 
as a feeder of infection, and as such, to be evacuated with a mimimum of trauma. 
If the cervix is undilated, a hollow laminaria pencil or the Hegar dilators are 
used. The author warns against curettement either after or without manual evacua- 
tion of the uterine contents because the curette opens the blood- and lymph-vessels 
and forces bacteria into them. A hot alcohol douche is used to promote con- 
traction after the uterus is emptied. 

By the active method 450 abortions have been treated in the Moabit Hospital, 
of which one septic patient died ; a second case, also lost, had been curetted 
before admission and was on admission markedly septic. 

Easisat Spxllxiax. 

Kou-wer: The Treatment of Abortion. Hcderlandsch Tijdschrift voor Genee- 

skunde, 1923, i, 970. 

In the treatment of abortion not only the immediate, but also the later re- 
sults must be taken into consideratior. Not only the future health of the woman, 
but the question of future pregnancies must be borne in mind. 

Kouwer discusses a series of 1938 abortions. Among these were 20 deaths. 

It is noteworthy that only one death occurred on account of anemia, and he 
speculates -ndiether this, possibly, might not have been avoided bj' blood trans- 
fusion. Excepting one case of bichloride poisoning, all other deaths were due 
to some form of sepsis. Next to peritonitis, embolic infections of the lung oc- 
cured most often. 

The choice of treatment is open to discussion and Kouwer himself has at times 
been uncertain which is the better, active or expectant. He thinks a distinction 
should be made between treatment in the home and in a hospital. He usually 
cleanses vulva and vagina, catheteidzcs the bladder, and inserts two ungloved fingers 
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into tlie vagina fov the purpose of exploxatiou. If the cervix easily admits the 
fingci-, the middle finger is used to clean out the uterine cavity, the left hand 
pressing the uterus against the finger. Thus time, blood and money are saved. In 
some cases however, he finds a short chloroform narcosis necessary. In case the 
dilatation is insufficient, treatment is either delayed or the cervix is packed. 

In the presence of fever, the mode of procedure is the same, provided that 
extra-uterine infection can be excluded with reasonable certainty. In any event, 
Kouwer insists on sufficiently prolong-ed bedrest after the subsidence of the fever 
or the cessation of bleeding. 

While in the past he has used the curette, Kouwer rather deprecates its use. 
He also advises most emphatically against the use of the placental forceps, es- 
pecially in untrained hands. The injury caused by the curette gives rise to the 
formation of scar tissue and occasionally is directly responsible for subsequent 
sterility. One of the advantages of digital evacuation is the fact that a woman 
can be safely treated by the general practitioner in her own home. 

E. E. WoBUS. 


Engelmati, E.; Abortion and its Treatment. Medizinische Klinik, 1922, xviii, 493. 

Within recent times the number of abortions has multiplied fivefold, due doubt- 
less to the marked increase in the number of criminal abortions. The large ma- 
jority of febrile abortions are criminal. There has also been a frightful increase 
in the mortality from abortions since the war. Shall the treatment be active or 
expectant, and how shall active treatment bo conducted? The author believes that 
the division into febrile and afebrile abortions is useful, but further divides the 
febrile group into those in which the infection is limited to the uterus and those 
in which the infection has spread beyond the uterus. These are called simple 
and complicated cases respectively. During the last 214 years among 1689 abor- 
tions, 554 wore febrile. The general mortality was 1.3 per cent; but for the simple 
abortions it was 14-1 per cent, while for the complicated cases it was 4%- 
614 per cent. The plan of treatment outlined by the author is as follows; In 
every case where the bleeding is not severe or where the ovum is not in the 
cervix and easily removable, the patient is put to bed for a day to determine the 
type of abortion. If no fever occurs or no complications are found, the uterus 
is emptied. The same treatment applies to patients with mild fever W'ithont com- 
plications. If high fever or fever with complications are found, an expectant policy is 
pursued. If the temperature subsides and the complications disappear, the uterus 
is emptied. If the patient does not improve under the expectant treatment, it is 
best to invade the uterus to prevent a general infection. 

The author believes that in the first few months, the finger is more dangerous 
than the curet in the treatment of febrile abortions. He uses a broad sharp curet 
for afebrile cases, a broad dull one for febrile cases and in advanced cases an ovum 
forceps in addition to a curet. j. p. Greenhill. 


Offermaun; The Treatment of Eebrile Abortion and Bemarks Concerning Crim- 
inal Abortion in General. Zeitschrift fur Geburtshiilfe und Gynakoloo-ie 1921 
Ixxxiv, 356. ’ 

conclusions from a careful study of the recent literature and 
the observatiou of /4 cases of febrile abortion treated in the Konigsberg Clinic 
e behcres that the immediately active tlierapy of febrile abortion is more dangerous 
than the conservative or than the conservative followed by active intervention after 
tie disappearance of streptococci and fever. The danger is expressed in the 
lequency and the severity of the complications. Active treatment is particularly 
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to be avoided in cases of criminal febrile abortion. Cases showing streptococci 
run a particular].y sevcie course; eonscr^-ative therapy is strongly to be recom- 
mended in tliem. Tlie duration of fever is no longer with conservative than with 
active treatment. A more prompt defervescence follows completion of the abortion 
with the conservative treatment. The passage of the placenta is of less importance 
in defervescence than of the embrj'o. Completion of the abortion is followed by 
prompt defervescence in about half the eases. Eepeated chills are not a factor 
in the type of treatment to be selected. Margaret Schulze. 

Liepmann and Weis: Perforation of the Uterus in the Treatment of Abortion. 

Medizinische Klinik, 1922, xviii, 1291. 

Since 1907 there have been reported 266 cases of perforation of the uterus 
following operation for abortion. The mortality was 31.2 per cent. The responsible 
instrument was mentioned in 153 instances; ovum forceps in 47, curette in 42, 
Hegar dilators in 27, catheter in 20, uterine sound in 13, and finger in 4 cases. 
This indicates that the finger is the least harmful means of emptying the uterus 
and that slow dilatation with laminaria is preferable to forcible dilatation. In 
17 cases the omentum was drawn down, in 55 cases the small intestine and in 25 
cases the large intestine. In one patient, as much as 5% meters of intestine 
were pulled down through the rent in the uterus. It is important for the physician 
to realize that the perforated uterus should not be explored too much with the 
examining finger as it will force decidual debris and bacteria intp the peritoneal 
cavity and thereby hasten death. To save the patient, laparotomy with total ex- 
tirpation is usually necessary. Perforation without infection is rare. 

J. P. Greenhill. 

Van Dongen: My Cases of Abortion. Nederlandsch Tijdsehrift voor Geneeskunde, 

1922, ii, 2033 and 2346; 1923, i, 24. 

In this series of 1193 cases which van Dongen personally curetted, were 1081 
clinic patients and 112 private patients. There was no death in the private cases 
and only 16 deaths among the clinic cases. This makes a total death rate of 1.4 
per cent. 

All cases which, on admission, showed an axillary temperature of 38° or over 
were classed as febrile. Thus, there were 897 afebrile and 296 febrile cases, a 
percentage of 24.8, which corresponds rather closely with the statistics of other 
obseiwers. Twelve deaths were among the febrile cases, the four deaths among 
the afebrile cases were attributed to the following causes: one each due to 
bichloride poisoning, to hemorrhage, to influenza pneumonia and to thrombo- 
phlebitis with pulmonai-y embolism. This makes a corrected death rate of 0.4 
per cent in the afebrile eases. None of the afebrile cases developed peritonitis, 
sepsis or periuterine complications later. 

"With these results, van Dongen was not easily persuaded to try conservative 
treatment. However, he did finally apply it in 30 cases, but when he found that 
most of these had to be curetted afterwards, he abandoned it. He does not, how- 
ever, except in case of severe bleeding, curette cases complicated by peritonitis, 
sepsis or adnexal infection, laying great stress on accurate diagnosis before insti- 
tuting any form of treatment. 

For severe hemorrhage, he curetted 5 complicated afebrile cases with no death 
and 22 febrile cases with a mortality of 9 per cent. Most of these were curetted 
in the hope of saving desperate cases. 

Among the afebrile cases, none died of sepsis. Of the febrile cases, 80 per 
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cent were afebrile within two days. The average stay in the hospital of all cases 
was 11.25 days. 

Due to economic conditions as well as to general demoralization, he finds 
criminal abortions much on the increase. In these cases fever and complications 
were much more frequent. While usually performed within the first three months, 
lie had them as late as the fifth and sixth month. In the series there were 5.9 
times as many married women as single girls yet, for obvious reasons, criminal 
cases were much more frequent among the latter. While the total mortality was 
only 1.4 per cent, among the known criminal cases it was 7.7 per cent. He 
has observed that where contraceptives are sold, advice as to producing abortions, 
if not the actual means, may also be procured. 

Van Dongen uses in all cases the polyp forceps and sharp curettes of three 
sizes. He believes when these are intelligently used, the minimum amount of 
trauma is inflicted. When necessary, he uses steel dilators. He has never per- 
forated a uterus and insists that an awkward man may cause an injury even 
uuth his finger. 

He prefers the curette because instruments are smaller in calibre. One can 
operate with a leaser degree of dilatation, and narcosis becomes superfluous in 
most cases. Manual removal is more apt to produce complications in several ways. 
The squeezing in bimanual manipulation is more likely to produce phlebitis and 
sepsis, as well as adnexal complications. A greater degree of asepsis is possible 
with instruments. 

Wliether manual removal or conservative treatment is preferable, he will not 
decide, but Schottmueller found his results more satisfactory, and his complica- 
tions and mortality decrease, as he changed from manual removal to conservative 
treatment and then to instrumental removal. E. E. WoBUS. 


Bemstorf: The Treatment of Septic Incomplete Abortion. The Journal of the 

Kansas Medical Society, 1921, xxi, 327. 

A study of 200 consecutive cases in Cook County Hospital between the years 
1913-1919 leads the author to conclude that eases of septic incomplete abortion 
should have no operative interference until the temperature has been normal at 
least five days (except in hemorrhage that threatens life). This results in fewer 
days of fever, shorter stay in the hospital, less complications and lower mortality. 
So-called nonseptic cases should be subjected to curettement as a routine because 
40 per cent of these cases on expectant treatment have to be curetted. Different 
phases of the cases studied are tabulated for comparison of result of operative and 
expectant treatment. X. Foster. 


Muenchener medizinische 


Schottmuller: Treatment of Infected Abortion. 

Wochenschrift, 1921, Ixviii, C62. 

The author has treated 6000 cases of abortion. The first 500 cases were treated 
actively whether febrile or not, and the uterus emptied or cleaned out by the 
manual method. The mortality in this series was 3.0 per cent; of course cases 
presenting parametritis, salpingitis or gonorrhoea were treated conservatively. 

In the next senes of 1500, the cases showing haemolitie streptococcus in the 
uterine or cervical discharge were also treated conservatively. Total mortality 
for the 2000 cases was 7.4 per cent. 

^ In 1914, curettage (large blunt curette) was substituted for digital clean- 
ing out of the uterine cavity, in the active treatment and 3200 so treated the 
mortality was 0.35 per cent. In this same time 500 were conservatively treated 
(complete abortions, complications or infected with streptococcus haemolyticus) and 
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mortality hero was 3.97 per cent. So in the active treatment of infected as well 
as noninfected abortions the mortality was reduced from 3.0 per cent to 0.35 per 
cent, the curettage as against digital cleaning out of the uterus being responsible 
for a drop in mortality from 1.5 per cent to 0.35 per cent in the series of 4700 
eases actively treated. 

The author ascribes this lowered mortalitj’- to (1) avoidance of narcosis, (2) 
avoidance of cervical dilatation, (3) lessened danger of scattering bacteria through 
endometrial vessels (by massage and pressure of manual method), (4) shorter and 
surer procedure of curettage. 

iniile he admits that the conservative handling of infected abortion is safer 
than the active, he argues that the active should be taught and employed because 
(1) it shortens the patients illness, (2) the mortalitj" is very low, andj (3) patients 
conservatively treated come back eventuallj" for curettage due to metrorrhagia and 
subsequent anemia. 

Therefore (1) he would treat all abortions actively (except complete abortions, 
those with eervi.x'not yet dilated, those with complications as parametritis, sal- 
pingitis, peritonitis, and gonorrhoea and those infected with streptococcus haemolyt- 
icus) and (2) he would substitute entirely the curettage for the digital method 
of cleaning out the uterus. S. B. Solhadg. 

Zelnik: On the Treatment of Cases of Febrile Abortion. Wiener Iclinische Wo- 

chenschrift, 1920, x.xxiii, 5S0. 

The author examined the uterine discharge in 43 abortions running a high 
temperature and found hemolj'tic streptococci in G cases, and anhemolytic strepto- 
cocci, staphylococci pyogenes aureus and albus, gram positive colonies in the 
other cases. He could establish no relation between the bacteriological jinding and 
the course of the disease. Of the two of the patients who died of pyemia 
one showed anhemolytic streptococci, the other staphylococci. Of the 6 infected 
with hemolytic streptococci only two had localized complications, and all survived. 
There is no means of prophesying the course of a septic abortion; or of differ- 
entiating between a short or one day fever and severe sepsis by bacteriological 
examination. Therefore the decision as to whether to use operative or inactive 
treatment cannot be reached by means of bacteriological studies. 

In 1917, 642 incomplete abortions entered the hospital, 144 (22.4 per cent) of 
which had fever. Most of these had an immediate curettage to remove the re- 
tained products of conception. Of the 144 febrile cases in 113 (78.4 Per cent) 
the temperature dropped after the operation. Of the other 31, 21 (14.5 per cent) 
recovered after going through severe local complications, while 10 (6.9 per cent) 
died of sepsis or peritonitis. All those without fever recovered. The mortality 

The author believes that in the first few months, the finger is more dangerous 
than the curet in the treatment of febrile abortions. He uses a broad sharp curet 
in the total number of cases was 1.5 per cent. 

In the year 1919 those cases with fever were treated expectantly until the 
temperature had dropped to normal and then curetted. In all, S43 cases were 
treated, 154 (18.2 per cent) of which had fever. In 122 (79.2 per cent) of the 
154 febrile cases the temperature dropped to normal in two or three days after 
entrance, with treatment by rest in bed, ice bags and ergotin. Of these 122, 23 
received no further treatment because the cessation of bleeding and size of the 
uterus showed that the contents of the utems had come out. The other 99 were 
curetted and had a rise in temperature for from two to eight days after opera- 
tion, and then became normal again. 

Of the remaining 32 of the 154 cases with fever, 21 (13.6 per cent) recovered 
after a long sickness with local eoniplications in the adnexa and parametrium, while 
II (7.1 per cent) died of sepsis, that is 1.3 per cent of all those treated in 1919. 
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These two series of cases contain no patients who were curetted before entrance 
in the hospital. The curettage was done in the 1919 series on the second or third 
day after the fall in temperature to normal. 

A study of the figures given shows that the results were the same in both series 
of cases. In future the author will curette immediately those eases which have 
fever and no local inflammatory process in the parametrium and adnexa, and will 
wait on those cases that do have an inflammatory lesion. 

Prank A. P'embekton. 


Neu; Is Hemorrhage in Abortion an Indication for Immediate Emptying of the 

Uterus? Muenchener medizinisehe Woehenschrift, 1920, Ixvii, 1350. 

The routine in handling cases of abortion at the Frankfurt clinic involves a 
bacteriological examination of the uterine secretions. In general the conservative 
treatment is followed and the tendency is to avoid radical measures even in hemor- 
rhage. Where streptococci are found in the uterine secretions curettage is never 
done, and packing of the uterus is employed in bleeding eases until the results 
of the bacteriological examination are known. He concludes; 

(l)In the literature only two cases are reported of death resulting from 
hemorrhage following abortion, and one of these is scarcely authentic. (2) The 
morbidity and mortality of women who have sustained marked loss of blood in the 
radical treatment cannot be entirely attributed to the blood loss. The radical 
treatment in streptococcic cases is by itself the greatest danger to the patient. 
(3) The mortality and morbidity through hemorrhage amounts to 0% in the ma- 
terial of the Frankfurt clinic of 1909-1920 (total of 3950 cases). (4) The 
hemorrhage in abortion may be stopped without any trouble by properly packing 
the vagina. This procedure is harmless. It enables one to guard the pa.tient against 
hemorrhage until the bacteriological examination can be carried out. (5) Vaginal 
tamponade can be safely limited to about 15 per cent of all cases coming for 
treatment. The author sees no indication in the danger of hemorrhage in abor- 
tion for radical interference in streptococcic cases. S. B. Solhadg. 


Bongy and Arluck: Missed Abortion. Surgery, Gynecology and Obstetrics, 1921, 
x:xxii, 171. 

These authors see no reason for deferring action in case of death of the fetus, 
once the diganosis is definitely made, unless the patient is near term at which 
time spontaneous expulsion is to be expected. In any event, the patient should 
bo watched for signs of toxemia. They report five cases. E. E. Wobus. 


Crawford; Bregnancy with Death of Eetus and FaDure of Efforts at Spontaneous 
Delivery, Resulting in Macerated Fetus and Perforation of Abdominal Wall; 
Operative Removal; Recovery. Surgery, Gynecology and Obstetrics, 1921, 
xxxii, 269. 


A woman of 26, mother of two healthy children, menstruated last in Dec. 1918 
She ceased to feel life Sept. 25, 1919 and was in labor for “half a night” on 
Oct. 7. Two days later she passed blood and cheesy material. The latter material 
was passed for 3 months. In May 1920 “her abdomen opened” and two weeks 
later she began passing fetal bones through this opening. On July 21 1920 she 
came to the hospital. The opening in the abdomen was sufficiently large so that 
under narcosis, the remainder of the fetal remains could be removed. Explora- 
tion showed the cavity to be continuous with the cervical canal, a fetal femur pro- 
truding from the latter into the vagina. Wobus. 



Book Reviews 


Ephraim McDowell — “Father of Ovariotomy” and Founder of Ab- 
dominal Surgery. With an Appendix on Jane Todd Crawford. 
By August Schachner, M.D., F.A.C.S., Louisville, Kentucky. 
Pliiladelpliia and London, J. B. Lippincott Company. 1921. 

Ephraim McDowell was no ignorant country doctor of the frontier. Although 
ho received his preliminary education in the newly organized Transylvania Uni- 
versity of Kentucky, and later spent several years with Dr. Alexander Humphreys 
of Virginia, who was a graduate of Edinburgh, McDowell, at what must have been 
an immense sacrifice in those days, spent the years of 1793 and 1794 studying at 
the University of Edinburgh. Here he came into contact with some of the best 
known medical men of his day including John Bell, the anatomist and surgeon, 
Munro, Eutherford, Gregory and others. 

McDowell did not obtain his degree in Edinburgh. On his return "his influ- 
ential connections, the eclat of his foreign training and the absence of any com- 
petition” soon brought him an extensive practice. He was the first surgeon to the 
west of the Alleghany Moimtains. He performed thirty-two lithotomies without the 
loss of a life, and did numerous herniotomies. 

In December of 1809 McDowell performed his first ovariotomy on Mrs. Crawford, 
successfully removing a huge ovarian cyst. He ligated the pedicle and brought out 
the ligature through the lower angle of the wound wliich was closed. The opera- 
tion, performed before the days of anesthesia, required twenty-five minutes. In all 
McDowell performed at least eight ovariotomies with one death. 

Schachner 's biography contains not only what is known, from all available 
sources, about McDoweU but also a variegated history of frontier Kentucky, of the 
early surgeons of the then new United States. He also, draws a picture of Edin- 
burgh shortly after the close of the American revolution. Much controversial mat- 
ter is discussed, in order to emphasize McDowell’s preeminent and now almost uni- 
versally accepted claim as the father of ovariotomy and the founder of abdominal 
surgery. Eobebt T. Frank. 

Birth Injuries of the Child. By Hugo Ehrenfest, M.D. D. Appleton 
& Co., New York & London, 1922. 

Dr. Ehrenfest ’s book on birth injuries comes from the press at a time when 
the public conscience is alive to tlie importance of proper care in pregnancy and 
labor. As the author quotes in his preface, the new-born seemingly often has been 
considered an unavoidable by-product by the obstetrician in the care of the puerperal 
woman, and there is so much truth in this statement that it deserves repetition. 
The pediatrician does not step in, as a rule, until the end of the first month of 
the infant’s life and through this period including the labor there is a mortality 
of about S per cent. There is also considerable: morbidity and on the part of 
the obstetrician there have been made but feeble attempts to solve the many 
problems that arise in connection with the etiology and treatment of those birth 
injuries. 

Heretofore such information as is found is this monograph could be obtained 
only by consulting works on pediatrics, neurology and orthopedic surgery, and the 
gathering together of the data concerning etiology, pathology and symptomatology 
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of injuries occurring at parturition was a task which the author had to approac i 
without the guidance of a similar volume. This hook must be considered as an 
original venture, and the reviewer feels that it is one that will be repaid by the 
actual saving of infant lives. 

The subjects are arranged in a series of sixteen chapters that carefully revien 
the types of birth injuries according to their localization. The three of most im- 
portance are entitled “Injuries of Cranial Bones,” “ Introcranial Injuries,” and 
“Brachial Birth Palsy.” 

The reviewer believes the book might be condensed by combining several of 
the chapters as, “Injuries of the Neck” with “Injuries of the Sternomastoid 
Muscle.” Injuries to the extremities which are chiefly fractures should be con- 
sidered together and also those injuries to the thorax, face, eye and abdomen that 
are produced by general trauma. These combinations would leave the reader free 
to consider in continuity of thought the more severe and common injuries. 

In the treatment of head injuries the author speaks of the method of manual 
redressment for indentation of the skull bones as suggested by Murray and Kerr, 
but without proper criticism. This method of compression is very apt to do injury 
to the tentorium, just as compression at birth, and while the depression may be 
relieved by such a measure it is likely to do more harm than good. He also 
leaves the inference that the depressed bone with no observable symptoms of in- 
tracranial damage should be left alone, citing Goodman and Hofmeier to this 
effect. As regards the deep depressions, in which he states that a bone might be 
considered to be fractured, he believes that careful lifting would be desirable. It 
would seem that the same surgical principles might be made use of that apply to 
the head injuries in an adult. 

The paragraphs of asphyxiation show the author’s bias in considering the re- 
sults of congestion and exudation from such a cause. It is commonly known that 
many infants who die of head injuries have hemorrhages in the viscera. The re- 
cent attempts at an explanation of these hemorrhages on the basis of a peculiar 
diathesis or congenital disease has undoubtedly very much impressed the author. 
However, in reviewing this subject one should remember that more than 50 per cent 
of these babies are premature and their vascular systems are not fully developed. 
Considering also the large number of red blood cells that may be present, asphyxia 
and slowing of the blood stream would account for the exudation. A few path- 
ologists are already giving as a cause of .death on the autopsy records ‘ ' congenital 
hemorrhagic diseases of the new-born,” while as a matter of fact, the hem- 
orrhages have probably occurred in conjunction with intracranial injuries. Too 
much may be made of this particular symptom to the possible exclusion of the 
diagnosis of head injuries, the result of protracted labor and instrumental ex- 
traction. 


The chapter on Brachial Birth Palsy is a very interestisg one and the author 
in considering the etiology speaks of the actual trauma by the compression of the 
forceps blade and also the pressure on the neck in extraction of the breech by the 
Mauriceau-Smellie method. He definitely turns aside from the explanation of Erb ’s 
paralysis from the standpoint of epiphyseal separation or rupture of the capsule 
of the shoulder. In the treatment of this condition the author gives but a few 
brief paragraphs but he does insist that in breech deliveries the traction on the 
child must be on its long axis and never with the liead in lateral flexion. 

On the whole Dr. Ehrcnfest’s book is one of the most valuable that has been 
contributed to the literature of obstetrical subjects, and his explanation of the 
dangcis lurking m the different tj-pes of manual and instrumental con-ective 

babv. both for the mother and the 

Harold Bailey, M.D. 
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Pathologisch-anatomische Situsbilder der BauchoMe. Lehmann’s 
MediEinische Atlanten Band XIV. Von Dr. Siegfried Oberndorfer, 
a.o. Universitatsprofessor. J. F. Lehmann’s Verlag, Munich. 

Aberrations of the relative size and position of the abdominal organs, caused 
either by developmental defects or by pathological processes, are of interest both 
to the diagnostician and the abdominal surgeon. Over a period of 15 years, Obern- 
d'orfer has collected photographs in situ of 92 unusual conditions of the abdominal 
viscera which he has encountered at autopsy. These are reproduced in beautiful 
photogravure plates with accompaiu'ing shetehes and concise descriptions of the 
pathological findings. He has included such conditions as developmental anomalies, 
changes due to inflammation and to newgrowths, hernias, thrombosis of abdominal 
vessels, pregnancy, etc. 

To the abdominal surgeon, who must ever visualize the gross pathological anat- 
omy which he is liable to encounter on the operating table, this volume is a most 
vahiable aid in making a prompt diagnosis. Like the other volumes of the series, 
it is the kind of book one enjoys glancing through after a day’s work, absorbing 
knowledge in this refreshing manner when one is too tired to peruse the printed 
hflcTG R. E. ^^V^OBUS. 


Abdominal Pain. By Prof. Dr. Norbert Ortner. Authorized trans- 
lation by Wm. A. Brams, M.D. and Dr. Alfred P. Luger. Rebman 
Company, New York, 1922. 

The title of this work fails to do it justice. It is really a very c.vhaustive, 
yet concise treatise on the differential diagnosis of all those conditions in which 
abdominal pain is one of the sj'mptoms, usually the most apparent one. This 
includes retroperitoneal conditions, diseases of the spine and its contents, in- 
juries and diseases of the testicle and certain diseases of the chest and its con- 
tents. 

The author begins with a consideration of abdominal pain in general. He 
then takes up the differential diagnosis of conditions characterized by acute 
pain in the abdomen. This part is a most .admirable chapter on the differential 
diagnosis of the so-called “acute abdomen” a subject which at times puts to a 
severe test the diagnostic acumen of even the most experienced surgeon. The 
diagnosis of conditions causing less acute or intermittent abdominal pain is dis- 
cussed with equal thoroughness. 

The second part of the work is devoted to the study of conditions causing 
more or loss localized pain. Besides taking up the local lesions which maj^ g'l''’® 
rise to pain, such general conditions as malaria, plumbism, cardiovascular disease 
and acetonemia are discussed, as well as more remote conditions as poliomyelitis, 
pleurisy, mediastinal disease, diseases of the oesophagus, etc. 

To readers of German, this work has long been known as a classic and needs 
no introduction. The translaters have performed a real service by making it 
accessible to the English reader. R. R- WOBUS. 
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SEX AND THE SENSES. By Ja3Ies S. Van Teslaar, Eichard G. Badger, Boston. 

ZUE LEHEE VON DEE ZWILLIN6SSCHWANGBESCHAET, MiT hetero- 
TOPEM SlTZ DFAl ERUCHTE, VON ERANZ LtroWIG VON NEUGEBATJER. BIBLIOXHEK ilEDI' 
ziNiscHER Monograpiijen BAND I, Verdag Von Dr. Werner Klinkhardt, Leipzig. 

THE BIOLOGY OE TWINS (MAMMALS). By Horatio Hackett Neivaian. 
The University of Chicago Press, Chicago, Illinois. 

THE PHYSIOLOGY OE TVHNNING. By Horatio Hackett Neivman. The 
University of Chicago Press, Cliicago, Illinois. 

THE MAhTMAEY APPAEATUS OP THE MAMMALIA. By Ernest Bresslan. 
With a Preface By Prof. J. P. Hide, Methuen & Co., Ltd., London. 

DIE GESCHLEGHTLICHB AUPKLAEUNG IM ERZIEHUNGSWEEKE. VoN 
Priv.-Dozent Dr. Josef K. Priedjiing, Verlag Von Josef Safar, Wien und Leipzig, 
1922. 

THE CAUSATION OE PETAL DEATH. By Bardley Holland, M.D., E.E.O.S., 
E.E.C.P., Surgeon at the City of London Maternity Hospital, Assistant Obstetrical 
Physician at the London Hospital. Published Under the Authority of His Maj- 
esty’s Stationery Office, London, 1922. 

DEEDING DIET AND THE GENEEAX. CARE OE CHILDREN. A Book Eor 
Mothers and Trained Nurses. By Albert J. Bell, A.B., M.D., Assistant Professor 
of Pediatrics in the Medical Department of the University of Cincinnati, Attend- 
ing Pediatrician to the Cincinnati General Hospital, The Tuberculosis Hospital and 
the Christ Hospital, Member of the Medical Milk Commission and Chairman of 
the Divisional Council on Cliild Hygiene Cincinnati, etc. Hlustrated. E. A. Davis 
Company, Publishers, Philadelphia, 1923. 

OBSTETRIC TABLES. A Guide Eor Students. By Maurice C. Anderson, 
L.R.O.P., Ed., Obstretrician, Brixton Hill Maternity Home, Gynecologist Brixton 
Dispensary, etc. Second Edition, A. & E, Black, Ltd., London, W. I., 1923. 

HYGIENE OE WOjMEN AND CHILDREN. By Janet E. Lane-Clatton, M.D., 
D.Sc., (London); Dean and Lecturer on Hygiene in the Household and Social 
Science Department King’s College Eor Women, Justice of the Peace, Eormerly 
Medical Inspector Under the Local Government Board, Henry Erowdc and Hodder 
& Stoughton, London. 

THE TREATMENT OE COMMON FEMALE AILMENTS. By Erederick 
John McMann, M.D., Edin; M.R.C.P., London; P.R.C.S., England; Surgeon to In- 
Patients Samaritan Ereo Hospital Eor Women, London, etc., Edward Arnold & Co 
London, 1922. ’’ 
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PRACTICAL MIDWIFERY. By Gibbon Fitzgibbon, M.D., B.Cli., B.A.O. (Dub. 
IJniv. F.R.C.P.I., L.M., Master Rotunda Hospital Dublin. With 175 Illustrations, 
J. & A. Cliurcliill, London, 1923. 

THE PATHOLOGICAL PHYSIOLOGY OP SURGICAL DISEASES. A Basis 
FOE Diagnosis and Treatjient op Surgical Affections. By Professor Dr. 
Franz Rost, Universitj' of Heidelberg. Authorized Translation By Stanlej' F. Rei- 
mann, M.D. With a Foreword By John B. Deaver, lil.D., LL.D., ScD., P.A.C.S. 
P. Blaldston’s Son & Co., Philadelphia, 1923. 

CLINICAL AND OPERATIVE GYNAECOLOGY. By J. M. jMunro Kerr, Pro- 
fessor of Obstetrics and Gynaecology, Glasgow University (Muirhead Chair), 
Gynaecological Surgeon Royal Infirmary, Glasgow, Honorary Fellow American 
Gimaecological Society, etc. Henry Prowde and Hodder & Stoughton, London, 1922. 

PHYSIOLOGIE UND PATHOLOGIE DER HYPOPHYSE. VoN Professor Dr. 
Arthur Biedl, mit 42 Abbildungen im Text. Miiuchen und Wiesbaden. Verlag 
von J. F. Bergmann, 1922. 

PITUITARY EXTRACTS. REPORTS ON BIOLOGICAL STANDARDS. Br 
J. H. Burn, M.A., M.B., and H. H. D.\le, M.D., F.R.S. Published by His Majesty's 
Stationary OfSco. London. 1922. 

KEIMESPURSORGE. ENSTEHUNG UND VERHUTUNG DER SCHWANG- 
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PURTHEB STUDIES IN AUTOTRANSPLANTATION OP ENDO- 
METRIAL TISSUE IN THE RABBIT^ 


By Victor C. Jacobson, M.D., Albany, N. Y. 

From the Department of Pathology of Union University (Alhany Medical College) 
and the Pathological Laboratory of the Albany Hospital. 

I N an investigation of tlie hypothesis brought forward by Sampson^ in 
explanation of the origin and life history of ovarian hematomas of 
Miillerian type, experiments ivere devised in which it was attempted to 
reproduce in a laboratory animal some of the conditions which were 
thought to exist in women having this interesting clinical and patho- 
logical entity.- Adult rabbits were subjected to autotransplantation 
into the pelvic cavity, mesosalpingeal fat and ovary, of scrapings and 
very finely cut pieces of cornual endometrium. After 70 days it was 
found that this tissue had growir where placed and, what is more im- 
portant, had also developed by implantation upon the peritoneum of the 
cornua, cervix and mesosalpinges. These ectopic growths were in the 
gross and histologically much like adenomata, particular!}'- of the multi- 
locular cystic type such as are met with so frequently in the ovary in 
women. Even a simple incision thi'ough the wall of a pregnant segment 
was sufficient to liberate enough epithelial cells to produce implantation 
“adenomas.” The evidence obtamed from these procedures, so far as it 
went, was entirely m favor of the rationality of Sampson's ideas. If 
menstruation had occurred in an implant and following this rupture, 
further dissemination of epithelial “seed” would have resulted with 
the chances being good for further implantation. This would com- 
plete a striking likeness to the human disease. 


sn of Pathologists and Bacteriologists. 


noyrespMsibility for the views and statements of 
tthors as published in their ^'Ongiaal Cominunicatioiis, ’ ^ 
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1. — Drawing of tlio posterior aspect of the uterus and its appendages of a 
rabbit which 150 days previously had been subjected to autotransplantation of 
cornual mucosa. The animal was in heat when killed. At a and h are characteristic 
multicystic growths attached to and invading the fat of the broad ligament. The 
growth at a arose probably b.v direct transplantation, that at h by implantation. 



Pig. 2.— -Drawing of the posterior aspect of the uterus and its appendages of a 
rabbit which had been treated as had the animal portras'ed in Fig. 1. At ct is a 
submerged cyst of endometrial tj’pe, at 6 and c are cysts resulting from endometrial 
implants. At d is a group of small cysts on the anterior surface of the mesosalpinx. 


True menstruation is observed in the rabbit but the bleeding which 
follows the stage of congestion is very slight. This obseiwation, how- 
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ever, was made on a very small number of animals and may not ■ be^ 
entirely correct. At any rate when kept in solitary confinement the 
rabbit comes in heat at long and ii’regular intervals during the win- 
ter months. The first series of experiments was conducted over a pe- 
riod of 70 days, which proved to be too short a time for the animals to 
show oestrus or else what is more likely such periods had come and gone. 
In order to allow more time for. oestrus to develop and to confirm the 
findings in the first series already reported, using the same method five 
nonpregnant female rabbits seven to nine months old, were subjected to 
autotransplantation of very minute pieces of endometrium into the meso- 
salpinges and free into the pelvic cavity. After 150 days these animals 



Fig. 3. — Photomicrograph, x20. of the left cornu of the rabbit in Fig. 1, through 
the cysts at b. Actual invasion of the cornu has not occurred. The contents of the 
large cysts A, n, and D, was a thin yellowish Iluid, and slight recent hemorrhage 
had occurred along the inner surfaces. 

were killed. In all of them cystic growths had occurred in various parts 
of the pelvis (See Figs. 1 and 2, for their gross appearance and loca- 
tion). The distribution of these implants was essentially that observed 
in the human in the ease of a ruptured menstruating cyst of the ovary 
or of primary implantation arising from endometrial cells discharged 
through the Fallopian tubes. While the fat of the mesosalpinges was 
traumatized in several places, endometrial cells placed at these sites 
stayed “put” very seldom and many were found to have taken hold and 
invaded tissiie several centimeters away, at points which may or may 
not have suffered peritoneal injury at the time of operation. The sites 
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of election for the growth of these ivanderiug groups of cells ivere in 
the mesosalpinx and mesometi-ium. In a series of 15 animals the ab- 
dominal wall and mesenteiy were never involved. In one rabbit the 
omentum was adherent to a loop of small intestine ivhieh lay in the 
pelvis and in the adliesion an endometrial e.yst ivas found. The pelvis 
then is the zone of location of normal endometrial cells set free in the 
abdominal cavity. This is true in all the animals used in these experi- 
ments as it is also in women ivith few exceptions. 

The treatment of tliis syndrome of Sampson’s is operative, hut eom- 



Fig'. 4. — Photomicrograpli of a section through the group of cysts at d in Fig. ... 
Around some of the cysts considerable smooth muscle lias grown. Hyperemia and 
oestrual hemori'hage lias occurred in the stroma beneath the epithelial lining of sev- 
eral CJ'StS. 

plete oophoreetomj- is done onlj' ivhen the implants are ividespread 
or are giving severe local symptoms, such as intestinal obstruction from 
an “adenoma” of iMtillerian type invading the pelvic colon. These 
ectopic “adenomata” are apparentlj’’ under the influence of an oi’arian 
secretion to the same extent as is mucosa of the uterus and Fallopian 
tubes. Castration results in great atrophy of the uterine and salpingeal 
mucosae, and implants from them undergo a similar regressive meta- 
morphosis (Sampson). '\^diat their ultimate fate may be is not loaoiim 
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for the reason that the condition has been understood and recognized 
only a few years. 

To study further this ovary-eudoineti'inm relation complete oophorec- 
tomy was performed upon five nonpregnant rabbits about eight months 
old, and at the same operation transplantation into the abdominal cavity 
of endometrial tissue was done, after the method described above. In 
all of these animals growths were obtained and in the same locations 
as in the uncastrated animals. A marked difference, however, was in 
the size. In the castrated the cysts ivere about one-fourth as large and 
with much thinner walls. The lining epithelium was flattened and with 
little cytoplasm, the stroma A'^ery scant and fibrous. The fact that the 
presence of ovarian tissue is not necessary for a certain degree of de- 



Fig. 5. — Photomicrograph of a section through the cystic growth at a In Fig. 1. 
Practically no smooth muscle is present, the reaction about the "adenoma” being 
more in the nature of vei’j' fibrous gi’anulation tissue. Some blood is present in many 
of the cystic spaces. 

velopinent of this transplanted endometrium is of interest although 
really not surprising. The requisite ovarian hormone may liaA'e circu- 
lated in the blood for a period of time of longer or shorter duration 
following the extirpation of the ovaries and during this period implanta- 
tion occurred. 

That there is a certain danger in ectopia of tissue is well recognized 
by students of cancer research and in an animal harboring such growths 
as those just described, or in a ivoman ivho has had her ovaries remolded 
for a ruptured menstruating cyst of the ovary ivith implantations, a 
higher cancer potential” may with reason, be expected when the cancer 
age is reached. 

In all of these experiments great eare was exercised in order to trans- 
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plant mucosa alone. In some instances smooth muscle cells were in- 
cluded, and when mucosa and smooth muscle were transplanted together 
a structure suggesting another cornu was formed in miniature. Mucosa 
alone produced cysts, usually multilocular, and lined by ciliated col- 
umnar or cuboidal epithelium. Papillaxy ingrowths were frequent. 
The stroma was much like that of the endometrium except when the 
walls were so thin as to compress the stroma into a very thin layer or 
when there was much interstitial edema. Again is emphasized the 
gross and histological resemblance of many of the cystic structures pro- 
duced in these rabbits, to the multilocular cystadcnoma of the ovary in 
women — ^the great difference being, of course, that of size. 

In two rabbits 150 days after the operative transplantation the cornua 
were swollen and congested. In several of the eysts found attached to 
and present in the mesosalpinx of these animals the blood vessels of the 
stroma were dilated and a small amount of fresh blood and some hemo- 
siderin were found in the lumen along the wall. No cyst was filled with 
blood, howmver, and while this recent blood within the eysts was un- 
doubtedly an oestrual phenomenon, a real “hemorrhagic ej’’st” has 
still to be produced in the rabbit. 

SUMMARY 

Fifteen nonpregnant rabbits, seven to nine months old, were subjected 
to autotransplantation of scrapings and very minute pieces of endo- 
metrium within the abdominal cavity and the mesosalpinx. After 150 
days it was found that (1) normal endometrial tissue free in the ab- 
dominal cavity attaches itself usually to the mesosalpinx or mesome- 
trium, not to the abdominal wall or mesentery, and in only one animal 
was the omentum involved. This distribution is that of most cases of 
implantation resulting either from a primary dispersion through the 
Fallopian tube, or secondarily from a perforated hemorrhagic (men- 
struating) cyst of the ovary; (2) there are usually produced multiloc- 
ular cysts which, except for their small size, are similar in many ways 
to the “ovarian” C 3 "st adenoma of women; (3) extirpation of the ovaries 
at the time of transplantation does not prevent growth of the trans- 
plants, but the cj^sts formed are much smaller and thinner walled; (4) 
in two rabbits which were in heat at the termination of the experiment, 
the cornua were swollen and congested, and in a few of the cysts 
oestrual hemoiThage had occurred in small amount but not sufficient 
to constitute a “hemorrhagic” c.vst of the type so common in the 
ovaries of women. 
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ACID BASE EQUILIBRIUM IN PREGNANCY AND THE NEW- 
BORN 

By a. C. Williamson, M.D., Pittsburgh, Pa. 

From tlie Obstetrical Service of the Western Pennsylvania Eospital, 

Pittsburgh, Pa. 

P REGNANCIES, normal apparently, are constantly presenting new 
questions in study in chemistry and physiologjL Metabolism, at 
this time is rather difficult to measure accurately because of the discom- 
forts and stress of determination, hence comparatively little has been 
achieved in this particular branch, while in blood chemistry much has 
been accomplished. Studies in the nutrition of the fetus, and the man- 
ner of gaseous exchange through the placenta are constantly accumulat- 
ing because of the relative ease with which the blood samples may be 
collected. 

The question, as to whether there is any variation in the acid base 
equilibrium during the period of gestation, labor, and puerperium in the 
mother, and as to whether there is any relationship between maternal 
equilibrium and the newborn fetus particularly interested us and this 
paper is the result of the observation of a definite number of patients 
from the time of their entry to the clinic until their discharge. 

Some time ago Ewing reviewed the question of acidosis. Then the 
term usually referred to an increased amount of acetone bodies in the 
urine and blood, together with an increased excretion of ammonia. 
Since then, the work of Haldane, Sellard, Henderson, Haggard, Vau 
Slyke and others, has demonstrated that there is a deeper significance 
to the so-called ketosis, particularly, that the body is robbed of its 
bases. We now think of acidosis, or acidemia, as that condition where 
there is an acid retention sufficient to lower the bicarbonate or the 
hydrogen-ion concentration (Ph) of the blood below the normal levels. 
Van Slyke’s apparatus for measuring COj combining power has made it 
easy and practicable to measure the alkaline reserve of the body. . The 
Ph of the blood may be considered as the indicator and when it is normal 
the acid base is normal or compensated, but if disturbed, tlie life of the 
individual may be endangered. 

The average hydrogen-ion concentration of blood is at the slightly 
alkaline point, that is, where Ph equals 7.4. This figure was estimated 
by L. J. Henderson^ and since then has been confirmed by numerous 
other investigators.- Researches in the Pn of body fluids other than the 
blood would apparently point to the fact that they all have a hydrion 
concentration and bicarbonate concentration relatii'e to that of blood 
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plasma.® The finely adjusted action of the blood and body fluids buffer 
is sufficient to keep the variations in any individual v’itbin marvelously 
narrow limits, so tliat hy reason of changes of an almost instantaneous 
character, life is continued along a practically level plane. 

METHODS 

For this series, women who were as near normal as possible were 
selected. No cases with outstanding disturbances were included, for 
example, those with severe vomiting or those with any suspected toxic 
disturbanee. All patients were on an ordinary diet with no reserva- 
tions, fluids were urged up to at least 40 ounces daily and the usual 
exercise was advised. The blood for determination was taken approxi- 
mately three hours after lunch. The arm was constricted with the 
tourniquet just enough to cause the vein to become prominent and the 
pressure was released while the blood was being collected. The blood 
was taken directly under oil into bottles containing lithium oxalate. 
They were maintained under oil during centrifuging and until placed 
in a separatorj’- funnel to be saturated with alveolar air. The COo per- 
centage combining power was read after the manner and technic rec- 
ommended by Van Slyke. In the case of infants, the blood was taken 
directly from the cord, the needle being inserted in a cord vessel as soon 
as sufficient cord was born to tap it, in some cases before the infant was 
actually born. Two samples were taken, one before the infant had 
breathed, the other, after the child had breathed well and cried vigor- 
ously. This blood, as previously stated was also taken under oil and 
kept under oil throughout the whole manipulation until the COo read- 
ing was made. It is a well known facF that the carbon dioxide eapacitj’- 
of venous blood plasma is consistently higher than arterial plasma by 
one-tenth. The fact that this has been shown makes the venous readings 
in pregnant women all the more striking in that they constantly tend 
toward acidosis figures. By carefully guarding the samples under oil 
error was eliminated as much possible, and the results recorded should 
be a fairly accurate indication of alkaline reserve since the readings 
were taken under conditions Ai-here the respiratoiy and circulatory sys- 
tems were little disturbed and were reacting in a normal manner to nor- 
mal stimuli. 

The chart (Fig. 1) shows in a grajihic way the fact of a definite drop 
in CO 2 plasma combining power and at the same time raises the ques- 
tion as to the cause. None of the patients at any time liad any par- 
ticular complaint and for the most part they were aetuallj' exercising 
less than previously, their activity decreasing definitelj^ as they ap- 
proached term. Urinary findings and blood pressure were undisturbed 
and in no case was the hemoglobin figure definitely raised or lowered. 
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None complained of respiratory difficulty and as far as we could detect 
there was no increase or deepening of respiration. 

The chart (Fig. 2) is striking for the marked variation of comhining 
power of plasma CO, during labor. There is an evident drop according 




Fig". 2.- This chai't .shoivs variations of plasma CO 2 during labor. 


to the time of the duration of labor and although it has not been def- 
initely pointed out in this curve, the cases having 35 vols. CO, or less 
were distinctly those having the more' severe pain, and also the pains 
were recurring at more frequent intervals over a longer period of time 
than in the case of those with the higher -plasma combining power. 
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Practically all patients had an anesthetic, altliough for the most part 
it merely amounted to an analgesia, the patient rarely being completely' 
unconscious except when the head was being born. Some of the patients 
had nitrous oxide ox.ygen and some others had ether only. The amount 
of anesthetic in all eases was small and the time of anesthesia short. 

Fig. 3 carries the patients through from the standpoint of the 
average at each trimester of gestation and also at approximately ten 
da3'^s postpartum. The tenth daj'’ postpartum was selected because 
there was a variation and most patients would not return to the so- 
called normal figure before that dej--, although an occasional patient 
would. None of these patients had excessive hemorrhage and the hemo- 
globin readings were similar to those in any parturient woman, run- 



PiS'. 3. — ^This chart shows changes occurring in pregnancy, labor and first few days 

postpartum. 


ning from 60 to 75 per cent with an occasional patient slightly lower 
than the 60 per cent level. 

The question of comparison of infant blood with maternal quite 
naturalljr arose and the results as above tabulated are instructive.' I 
waited until the infants were breathing well and then withdrew the 
•cord blood by punctui-e of a vessel, in each case using an umbilical 
vein. This vessel of course is the vessel supposedly carrying a purified 
blood, loaded with maternal nutriment, to the infant and it is more 
of an arterial nature than the umbilical artery, hence we would expect 
its contents, especially the gaseous ones, verj^ nearly the same as the 
maternal. The fact apparently is that there is a marked and constant 
variation and the discrepancy is interesting as far as the COo corabin- 
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ing power is concerned, because it has been known for years-" that- 
oxygen and carbon dioxide pass readily from mother to the child. And 
yet here is a definite difference in the readings of two gases which are 
known to diffuse readily through a membrane by osmosis. In 1901® 
it was demonstrated by a comparison of freezing points that both ma- 
ternal and fetal blood possess the same osmotic pressure, since their 
freezing points are the same, and therefore that osmosis should occur 
equally readily in either direction. The fact previously noted that 
the umbilical vein is richer in oxygen than the artery helps to make 



Fig. 4. — Chart showing curves of combining, power of plasma CO-, both of mother and 

infant. 

the difference in the plasma combining power still more striking. The 
cases in the graph are charted opposite each other, each infant with its 
respective mother. Two of the infants showed a drop and were be- 
neath their mothers’ combining power and Ave have no explanation to 
offer. The conditions of delivery and removal of blood samples were 
as near similar to the others as it was possible to make it. I noticed 
too in the varions samples, that the serum of the infants before breath- 
ing was consistently a briglit red in color and after they had breathed 
and were well aerated the serum became the usual straw color. The 
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question as to whether it might or might not be due to hemolysis, 
caused by agitation in the oxalate, after the sample had been taken, 
or whether it was due to asphj^xia, arose. The tubes were then gently 
rotated in identical fashion but the same phenomenon was noted. The 
spectroscope showed, in tlie samples previous to breathing, a marked 
amount of uncombincd hemoglobin which was absent after respiration 
was well established. A few patients were carried under nitrous oxide 
to the point of being quite cyanotic and blood taken at this time showed 
a similar reaction in the maternal blood so the color difference is due 
probably to partial asphyxia. I also noted that if the blood was allowed 



Pig. 5. — Comparison of mother’s and infant’s blood before and after the establish- 
ment of respiration. 

to stand, the corpuscles in the infant sample came down and separated 
from the plasma much more readily than did the maternal corpuscles 
in the same case. 

Having noted a discrepancj^ at the outset between the fetal and 
maternal blood streams, the suggestion might be made that the dif- 
ference was due to the fact tliat the child Avas not yet breathing Avell 
and Avas partially asphj’xiated during the time of deln’ery. Chart 5 
demonstrates that there is a constant difference betAveen the tAvo bloods 
both before respiration is established and after the child is breathing 
and crying Augorously. 
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■ DISCUSSION 

Tlie graphs presented are of interest because they show a definite 
and characteristic drop in the plasma conibining power as gestation 
goes on to completion and labor, in several cases the figures fall within 
the dangerous or fatal limits. The normal carbon dioxide combining 
power varies according to investigators’’ between the limits of 50 
and 63 volumes per cent and it is an accepted fact that the venous 
combining power is about 7 per cent higher than the arterial. Cannon,® 
in writing of acidosis in shock cases, remarks that any figure 
below 50 per cent in an adult indicates an acidosis. The critical level® 
experimentally has been placed between 33 and 36 volumes per cent 
and it has been demonstrated that Avhen there was a fall below the 
lower figure death usually resulted speedily. In view of sueh state- 
ments, the patients, whose combining power fell within and below the 
so-called fatal zone and yet recovered, demonstrate again the fine body 
adjustment mechanism toward protecting the individual when within 
the danger limits. These findings suggest a cause for the sudden deaths 
which occur in cesareans or other types of delivery, when before the 
mishap and yet when the anesthetic has been administered, death 
occurs suddenly. There will be no relaxation of the uterus or profuse 
hemorrhage, but the pulse suddenly softens, disappears, the blood pres- 
sure falls and the patient apparently dies of shock death type. It 
would not be amiss to ascertain the carbon dioxide combining powgr' 
of plasma in all operative eases previous to operation and to guard 
therapeutieallj’’ against disaster according to the indications given by 
the carbon dioxide reading. 

The drop in plasma combining power indicates a decrease in bi-^ 
carbonate reserve. The whole mechanism is graphically expressed in 
the equation of Henderson,^® the so-called physico-chemical equilibrium. 

Pulmonary air Blood -j- 

Dissolved CO, ^ II.CO, H HCO, 

+ it 

iSTaHCO, ^ Na-p HCO, 

A change in any of the factors concerned will immediately shift the 
reaction either way. H 0 CO 3 is the most easily disturbed and varied 
factor activating, and at the same time being regulated by the respira- 
tory center. Body mechanism for diverting bicarbonate to or from 
the blood stream is largely accomplished by respiration and the main- 
taining of blood Ph level is aided by the blood buffei-s. Among these 
buffers none plays a more important role than hemoglobin by° virtue 
of the reversible reaction H 3 CO 3 + NaCl = HCl -f NaHCOa, the red 
cells control the basic carbonate and transport the larger part of the 
CO 3 to the lungs. In addition, the HCl probably passes into the cell 
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and is held there hy hemoglobm and then -n-hen the equation would 
shift the reaction HC1+ NajHPO^ NaCl + NaHoPO^ comes into play 
and the acid phosphate is excreted into the urine. Previously it has 
been remarked that the hemoglobin showed no special variation in these 
patients hence the question is still unanswered as to the cause of the 
drop of the CO, combining power of plasma. 

The factors decreasing the body bicarbonate for the most part are 
the increased pi’oduction or deei'eased elimination of acid substances; 
elimination by the urine; lack of oxj’^gen; impaired or slowed respira- 
tion and hj’-perpnea. 

The difficulties connected with accurate metabolism studies of preg- 
nancies prevent a definite conclusion as to whether actually there is 
a marked increase of the metabolic pr-ocesses which might in turn be 
employed to interpret the acidosis appearing in the cbarts. Labora- 
torj’- workers^® have found that the energy metabolism in preg- 
nant women expressed per kilogram and liour is but little larger 
(4%) than for women in complete sexual rest. 

It is aelcnowdedged that increased pulmonary ventilation will shift 
the balance of mass action toward acidosis. i\^agnus-Le^^’■ working with 
pregnant women before and during gestation^^ found a definite 
rise in oxygen consumption after the fifth month and attributed it to 
increased ventilation, increased cardiac work and some increase in abso- 
lute metabolism and development of the fetus. This might account 
for the changes taking place up until the time of labor, but at that 
particular time there are other factore entering into the matter. In 
labor, until the beginning of the second stage, there is definite work 
carried on by the uterine muscle and after the beginning of the expul- 
sive stage the whole organism is working at top speed. It is a well 
knovTi physiological fact that muscular activity will increase the ex- 
cretion of carbon dioxide. Quite recentl 5 ^ experimental work has dem- 
onstrated that with muscular exercise thei’e is a definite drop of 5 to 
10 volumes per cent of CO,.^® The cause of the drop is supposed 
to be due to the accumulation and removal of lactic acid in the tissues. 
The blood bicarbonate is diminished when the CO, tension is increased 
and respiration is then inadequate to remove all the CO, produced in 
exercise. A continued diminution in arterial alkalinity would be due 
to an accumulation of lactic acid with a consequent decrease in the 
bicarbonate content. This brings up the question as to whether there 
would be a disturbance of blood phosphates sufficient to be detected 
by the ordinary means. Samples of blood were taken on the patients 
with the lowest combining power figures, during the time they were 
in labor and then postpartum when the carbon dioxide combining 
power had practically returned to its normal level and the figure-s 
as presented show no remarkable difference. 
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Phosphates of blood 
ten days postpartum. 

3.7 mgs. 

4.1 “ 

3.8 “ 

These figures prove merely that the blood stream mechanism for 
maintaining a balance is certain enough to guard the welfare of the 
patient and to keep the Ph within very definite and narrowly pre- 
scribed limits. 

It seemed that in the patients with marked drop toward the acidosis 
side there would be change enough in the blood Ph to detect a change 
■even though that change might be slight and transitory. Five patients 
were taken and the results are; 


Phosphates of blood 
at conclusion of labor. 

3.3 mgs. per 100 C.C. of blood 
<( << << “ 

^ Q << II II II “ 


Vols. COj per cent; 

Ph reading 

50.5 % 

7.3 

41.4 % 

7.3 

44.3 % 

7.5 

36 % 

7.4 

39 % 

7.3 


These readings are proof positive that either there is no change or 
■else the adjustment is so rapid that we are unable to get the readings 
when there is a decided swing either to the alkaline or acid side. 

It would seem fair to assert that there was a definite increase of 
the pulmonary ventilation, for most women in labor, although it has 
never been definitely demonstrated, breathe more rapidly and usually 
more deeply. This is especially true when analgesia is employed, for 
then the patient is instructed to breathe deeply and is coached to in- 
spire to her utmost capacity to escape sensation of pain. 

A second factor entering into the problem is that of pain. The 
work of numerous men, especially since the war, has shown how closely 
trauma and pain is followed by shock, which in turn would give a 
■definite decrease in carbon dioxide combining power. Cannon^" 
has shown in the war wounded, that the lower the blood pressure the 
lower will be the alkaline reserve, but he also mentions that he detected 
no definite voluntary hyperpnea until the combining power of plasma 
fell to 30 volumes or less. The entity of postoperative shock is too 
well known to require discussion and assuredly everyone who has been 
forced to do a difficult forceps or for some special reason has been 
•compelled to finish the dilatation of a cervix, appreciates the results 
as shown by the patient. Rarely indeed is true obstetrical shock en- 
•countered when the patient goes through an apparently normal labor. 
•■Occasionally there will be a case where the onset of shock is sudden 
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with all the signs of profound depression with no evident eaiise for 
the collapse and in such a ease reeoveiy is spontaneous with a little 
symptomatic treatment or merel.y with rest.^* Pain^= does cause 
excessive breathing and an abnormal, extensive pulmonary ventilation 
which in turn causes the dropping of the carbon dioxide content of 
the blood. As far as operations are concerned in this factor, observa- 
tions diffex'. One observer^® in researches found that with opera- 
tions and anesthesias lasting, on an average, 52 minutes, the fall in 
carbon dioxide combining power of plasma ivas 12 volumes. Others^’^ 
say that most operations and anesthesias do not lower the combining 
power to the point where an acidosis is noted. 

Ether and nitrous oxide with oxygen were the anesthetics em- 
ployed and it is bej’oncl question that anesthesia lowers the carbon 
dioxide combining power of plasma. The mechanism of the anesthetic 
reaction is based or explained^® on the gi'ound that the disturb- 
ance is whollj’ due to disturbance of the respii'ation. Ether hj'perpnea 
will drop the level to within the dangerous and fatal limits of 31 to 
33 volumes per cent while, on the other hand, if the ether anesthesia 
is deep enough to cause a depression of respiration there will he a 
rise in the carbon dioxide combining capacity. A light irregular ether 
anesthesia is most dangerous to patients because it is most effective in 
reducing the caihon dioxide of the blood. This lowering is due to 
the excessive blowing off of carbon dioxide by the lungs and hence 
the tissue bicarbonate is not called out to combat the increasing acidotic 
blood and acid products. Unoxidized end products^® as aceto acetic 
acid and B oxybuUu’ic acid are heaped up as a result of cell metabolism 
distui'bed by the anesthetic, and death occurs suddenly with a fall of 
blood pressure, a failure of cix-culation and almost immediate .cessa- 
tion of respirator}' function. It is of note in this connection that 
the CO 2 combining power of spinal fluid tends to remain at a higher,- 
level than that of blood plasma in cases of shock, an apparent pro- 
tective mechanism so that the brain and spinal cord tissues are afforded 
an extra protection, from either an acidosis or an alkalosis of the blood 
stream. Recently it has been pi’oven also that not only is .there an 
initial acidosis after the inhalation of anesthetics such as ethei’, chloro- 
form and nitrous oxide with oxygen, but also after the inhalation of 
foi’maldeh 3 ’^de, pure nitrogen and pure oxygen.-® The anesthesia 
would surely seem to bear a part in these patients because in each 
instance the anesthesia was of short duration, usually light and ii’reg- 
ular since one had to be content with pei’sons handling the anesthesia 
whose skill would vaiy. 

The urine reports merely conform to the woi’k that has already been 
done repeatedly, acetone and diaeetic acid were found in practically 
ever}’- case where labor had lasted two houi’s or more. A slight trace 
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of albumen was usually noted directly after labor, probably due to 
muscular action just as the acetone is due to muscular action with, an 
excessive breaking up of carbohydrates caused by effort. It has been 
previously remarked that there was no change in blood phosphates. It 
would be an interesting question to determine the Ph of the urine 
during and directly after labor, especially in view of recent work^^ 
where the inference is drawn that the elimination of carbonic 
acid is directly proportional to the carbon dioxide tension of the blood. 
Some years ago-- a writer remarked that a diet producing an acid 
urine would cause a low carbon dioxide tension of the blood and this 
may bear a part for aU patients who had a definite acid nruie during 
the last trimester of pregnancy. Experimentally when acid phosphate 
is given,-® there is a distinct decrease in renal urea excreting activ- 
ity and a shift in the plasma toward the acid side with a decreased 
plasma COg combining power. The body base too is saved in the elim- 
ination of phosphoric acid by reason of the fact that the Ph of the 
urine is much greater than that of blood plasma.®* 

The difference between maternal and fetal blood is curious since 
we believe that osmosis is operating and that there is a free exchange 
of gases. The incidence of birth factors, pertaining to the infant and 
having a bearing on this question, would be dj’stocia with excessive 
head moulding, cerebral contusion, laceration or rupture of vessels, 
internal edema and cerebral congestion, pronounced fetal asphyxia such 
as compression on the cord with a resulting decreased respiratory stim- 
ulus, asphyxial lesions such as chest injuries, atelectasis, congested vis- 
cera (especially the adrenals), severe and rapidly recurring pains with 
the shutting off of fetal blood supply, and the beginning separation 
of the placenta as soon as the infant is born. No nerves as yet have 
been demonstrated in the placenta,®® but it has been shown that 
the placental vessels have their action regulated directly, dilating from 
lack of oxygen and contractuig when there is sufficient supply. While 
the fetus is in utcro it is in a state of apnea. Its activities are limited 
and the gaseous exchange sufficient for its needs is carried out through 
an unimpahed placental circulation. During the actual time of labor 
and from the time the child is born until breathing well, there is 
doubtless a balance between the blood oxj^gen and carbon dioxide 
to keep it viable. Probably during uterine life the stimulus neces- 
sary to excite the respiratory center is much greater than after birth 
and the irritability of the respiratory center declines as the fetus 
approaches maturity. Feldman®® accepts the theory that the cen- 
ter becomes increasingly more irritable due to the fact that the blood 
reaching the fetal medulla has an increased venosity due to the gradual 
narrowmg of the ductus arteriosus. Partial asphyxia thus is approached 
and with the onset of labor and the interference of circulation in the 
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■placenta by reason of pains, a state of asphyxia is established and thus 
the fetus passes from apnea to dyspnea. Any undue interference with 
the circulation over any period of time bj’- reason of denying blood to- 
the fetal medulla will paralyze the respiratory center so that it is with 
difficulty that the fetus is resuscitated if at all. It has been shown^" 
that a gradual arrest of circulation will soon exhaust the respira- 
tory center. All infants are born in more or less asphyxiated condition 
and we have both the external stimulus and the blood stimulus from 
accumulation of carbon dioxide working together to compel the child 
to breathe. Previous to birth his respiratory center has been less irri- 
table and has been regulated b 5 ' the maternal blood stream through 
the placenta, but at the moment of separation perforce he is thrown 
upon his own resources and upon an apparatus which is comparatively 
•unused and strange to the task suddenly thrast upon it. These sug- 
gestions may account for the difference in the carbon dioxide com- 
bining power between infant and mother. It would be satisfying to 
take the blood from the infant sinus at the end of 12 and 24 hours- 
when the respiration was well established and then to ascertain whether- 
the figures were near normal or not. There is a definite lag apparently 
in the interchange, however, between mother and infant, although this- 
may be partially accounted for by the beginning separation of pla- 
centa, for even though the cord is still pulsating the uterus may be- 
shut down and interfering with the sinus exchange between mother 
and placenta. The low carbon dioxide combining power is interesting- 
also in view of the fact that one of the blood buffers, hemoglobin, is- 
abnormally high in the first few days of life and there might be a 
change in figures coincident with the drop in hemoglobin. 

CONCLUSION. 

1. There is a definite decline in the venous plasma carbon dioxide- 
combining power of women during pregnancy and labor with a return, 
to the normal level ten days postpartum. 

2. The figures maj^ drop to within the dangerous or even fatal limits, 
and still the patients recover, apparently always staying within the- 
limits of compensated acidosis. 

3. Excessive pulmonary ventilation due to increased metabolism,- 
weight, pain, muscular exercise in labor and anesthesia, all have a part 
in producing the change in readings. 

4. A certain proportion of sudden shock type deaths occurring in 
pregnant women in labor are probably of an aeidotic nature and might 
be guarded against by regarding this factor of lowered earbo-dioxide- 
tension. 

5. There is a definite and constant difference between the plasma- 
combining power of the mother and the infant. 
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6. The difference noted between mother and infant may be due to 
physiological lag at the placental barrier, partial asphyxia or an in- 
adequate infantile apparatus for preserving equilibrium. 

I wish to thank Dr. J. V. Taylor and Dr. McLuggage of the Bio- 
chemical Laboratorj^ for their kindness in the chemical determinations. 
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THE BROADER ASPECTS OP THE BIRTH CONTROL PROPA- 
GANDA AS IT SHOULD INTEREST THE PHYSICIAN® 


By Geo. W. Kosmak, M.D., New York, N. Y. 

Attending Surgeon, Lying-In Hospital 

O N an evening devoted to a consideration of the sociological as- 
pects of our specialty, it seems appropriate that attention should 
be accorded to the propaganda popularly designated as "birth con- 
trol.” As physicians we are expected to lend aid and encouragement 
to all propaganda for the betterment of social conditions. But 
whether we ought not to regal'd the present-day movement about to 
be discussed, as "agitation” rather than "propaganda” may well 
demand further inquir3^ There are so many points of view to this 
subject that the brief time allotted hardly sufSees to present anything 
more than a very superficial review of the situation. Perhaps it 
would be better therefore to separate the more technical aspects from 
those of a general character and to speak of the propaganda or 
agitation as it affects, or as it should be of interest to the medical 
profession. Unfortunatelj’’ the laity, and a certain number of ph3’'si- 
cians, regard the objections which have been made in medical circles 
to any public and indiscriminate dissemination of contraceptive in- 
formation, as based on selfish motives and do not give credit to the 
objectors for a possibly deeper insight into the various phases of the 
question, which is based less on sentiment and more on reason. 

Let us consider for a moment what are the possible motives behind 
an agitation which has absorbed so much public attention and has 
now developed into an endeavor to change the Federal and State laws 
that are claimed to limit the proper spread of birth control knowledge. 
A mass of literature has been published bj'" various organizations that 
have taken upon themselves the solution of the problem for relief 
from what they consider an interference with personal liberty, by 
appeals couched in the broadest language and directed towards pub- 
lic sjunpathy rather than public sense. 

The arguments advanced by these reformers, professional and other- 
wise, organized into various leagues and societies for the protection of 
motherhood or voluntarj^ parenthood and with other high sounding titles, 
have vacillated between fears of possible human overpopulation and 
the declaration that a woman shall have the right to say how many 
children she shall bear, and at what time. It is very essential to sep- 
arate real and true arguments from those that maj’’ be nominated as 
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fancied. Students of the subject have claimed that overpopulation 
will sooner or later bring about all sorts of evils in its train. They do 
not seem to take into account, however, that it is not only overpopu- 
lation alone which determines some of the factors from which they 
seek relief by a restriction in the size of families. They are very fond 
of quoting the Chinese and similar horrible examples of what takes 
place when overpopulation occurs, but they do not seem to realize that 
there would he no overpopulation in China if its many peoples could 
be spread out over that vast country. It is the crowding and herding 
of the Chinese population along the waterways and the inability to 
feed them because of the sterile character of so much of the country, 
due to man’s own devices, that the unfortunate condition of a large 
portion of the Chinese population has been brought about. The Mal- 
thusians have developed, to them, an impregnable form of reasoning by 
which they attempt to show that food, among other things, will become 
insufficient unless cheeks are placed on the present so-called over- 
growth of the people of the earth. But despite the prediction of 
Malthus and his followers, the food supply per eapita is greater and: 
more varied now than in his day, or for many years after. Such 
reasoning is defective in many respects and we must not lose sight of 
the fact that a normal increase in population is largely dependent on- 
natural causes and that the size of any individual family cannot be' 
taken as a criterion in assuming that all marriages are necessarily ae-; 
companied by a brood of children. The individualistic conception of 
marriage and children is always brought into the foreground and the 
heartrending description of a mother subjected to frequent childbear- 
ing that is beyond her strength and means, is a favorite picture to; 
solicit sympathy and contributions for the many organizations that 
liave taken upon themselves the task of adjusting our social conditions 
in this resplct. 

One would think that the millennium could he reached if only parent- 
hood could be made voluntary rather than accidental. It is claimed 
that the first step toward that end demands the removal of the words 
“preventing coneeption” from the Federal obscenity laws “which now 
besmirch and degrade the question of intelligent parenthood by includ- 
ing it with penalized indecencies.” Moreover one of the leading or- 
ganizations has for its object “the education of parents so that the 
birth of children may occur vnth due regard to health, heredity, in- 
come, choice, environment and the well being of the community.” And 
how is all this to be brought about? Merelj’’, it would appear, by the 
public dissemination of so-called birth control information. All re- 
strictive laws whether they are embodied in our postal code or in our 
various State codes should be wiped out. Under the guise of per- 
mitting medical men to be allowed to give such information to their 
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patients, it is hoped that this privileg-e may likeiidse be granted to 
trained nurses and other volunteer ivorkers. Just as soon as a mother, 
or a prospective mother, is acquainted ivith this knowledge all care and 
worry connected with the marriage state would cease. Children would 
come when, as, and if desired, and otherwise the natural attraction 
of the sexes toward each other could be indulged in without fear of. 
consequences. But is this happy state in accord with what we meet 
with in our daily observation of cases, or nations for that matter, 
where birth control, so-called, is widely practiced? 

France is often referred to as the land where birth control methods 
have reached the highest point of development and France’s record 
during the war is pointed to as a most recent evidence of what a 
country thus controlled can accomplish. This is hardly in accord 
however Avith the efforts which France herself is making to oA’^ercome 
the reduction in her birth rate. Nor is it in accord with the large 
families of the French rural and small city population. 

In this country the birth rate in our native born population has 
materially decreased with recent decades and the so-called intellectual 
classes are credited with about one child plus. No deep thinking is 
needed to show that a one or two child family as a standard will soon 
cause a halt or CA’^en step backward in our national growth. Intellect- 
uality as a trait is ImoAvn to be liable to atavistic tendencies, or less 
politely speaking, to revert to type. We therefore require for replace- 
ment purposes, and must depend on the urge from below as it Avcre, 
from families where the numbers in their progeny result in a struggle 
that naturally selects the fittest and places them in a position to 
supplement the intellectual generation that preceded them and per- 
haps failed. This may be regarded -as exaggerated, yet it is but 
the working out of natural and economic laws, and as physicians 
our teaching should lead us to see how hopeless and fuF^e it is for 
man to control such matters beyond a very limited extent. 

After several years abstention from this subject I found it neces- 
sary by way of preparation for this paper to take up again the a’^oI- 
uminous scattered literature on the subject of birth control. Not- 
withstanding a claim to some familiarity with the subject, I must 
confess a lack of Ainderstanding or appreciation of most of it. One 
gains a rather mixed impression from such reading. On the one side 
of the discussion the more numerous and vociferous, a gathering of 
sociologists, society leaders, uplifters, reformers, and radical thinkers 
of every type, with a few doctors, — on the other, in opposition, the 
clergy, mostly Catholic, and a few more doctors. One is surprised 
there are not more members of the medical profession to give either 
their sanction or their objecting voice. Let us consider briefly the 
two opposing camps and their arguments. 
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It lias seemed to me that there are two general classes of birth 
control propagandists.” In the first group we find a considerable 
number of literary persons, sociologists, eugenists, publicists, and a 
few physicians, who earnestly and sincerely believe that the evolu- 
tion of the human race in other phases demands equal attention to 
one of its most important functions, namely, the reproductive proc- 
esses and that the element of chance and accident should be elimi- 
nated in the development of the family. It is claimed that biologic 
growth in the animal kingdom has changed the wasteful production 
in the lower forms, as the million progeny of the fishes, to the simple 
embryo of the higher mammals, brought into the world quite fully 
developed, yet requiring the fm-ther sustaining and protective powers 
of its maternal and paternal progenitors. This group claims that 
rational and scientific birth control is not the fixing upon the race 
of a new and unfamiliar practice or policy, but is rather the scientific 
correction of a practice now followed by the majority of married 
persons in civilized countries, though in a bungling, unscientific and 
frequently a harmful manner (Armstrong). They seek to replace 
these by scientific, harmless, approved methods and under sanction 
of the law rather than contrary to it. In this view they find nothing 
immoral, nothing selfish, and although admitting that all this would 
lead to a lower birth rate claim it would also lead to a lower death rate. 
As Havelock Ellis has said, “The fewer the children born, the fewer 
the risks of death, disease and misery to the children that ai*e born.” 
The members of this group believe that quality rather than quantity 
is the racial ideal, and that the science of eugenics or racial hygiene 
should be accorded greater attention, so that racial selection instead 
of being carried out by tlie “destructive, wasteful and expensive 
method of '’bmination, through death,” shall in the future be “carried 
out more eiCectively liy conscious and deliberate selection.” One 
writer (Glaton) who admits the futility of legislation to elevate the 
race, believes that the hope of the future is in eugenics becoming a 
part of religion, that the good of the race lies not in the production 
of a superman, but in a superhumanity. This group of writers and 
thinkers says little or nothing about birth control from the narrower 
medical standpoint, as in the presence of constitutional disease or 
infirmities. They seem to be interested rather in the question of family 
limitation. 

A second, more radical, group is made up largely of well mean- 
ing but usually misguided lay persons, carried away by senti- 
ment and aided and abetted by a peculiarly constituted class of in- 
dividuals, always ready to take up anything new in the way of reform 
so-called, for their personal aggrandizement and often for their 
pcrsoiml gam. A harrowing picture is drawn in their circulars of 
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the evils of “reckless” childbearing, that children should only come 
Tvhen desired, that mothers -will necessarily become slaves and 
drudges unless shown how to avoid conception, that child labor, pros- 
titution, abortion, the deaths of countless mothers and babies will 
all be prevented and that the home will be a “place of peace, har- 
mony, and love,” if only those annoying Federal and State restrictions 
could be abolished which now stand in the waj’' of the aforesaid well 
meaning persons and their organizations, broadcasting scientific, safe, 
and harmless means for avoiding conception to suffering mothers and 
anxious fathers. Nothing more is needed to bring on the millennium 
if only trained nurses and social workers could without legal restraint 
disseminate such knowledge freely to a receptive humanity. Their 
literature is very convincing and many of their tracts throw into the 
deepest shadow some of the blatant advertisements of medical quacks 
and others who have come under the ban of the propaganda depart- 
ment of the American Medical Association. Moreover a perusal of 
the lists of names backing these ventures will be found to contain those 
of many well-known radicals in other lines of thought, as well as pro- 
fessional reformei's ready to seize upon any propaganda which will 
secure them a “job” as managers or directors. It pays to adimr- 
tize. And with it comes the cry for funds, funds and more funds, 
all to be expended, at least so their circulars state, for influencing 
legislators to change certain portions of our federal and postal laws 
and state penal codes. 

To the physician, who is in a position to be acquainted with the 
facts, the assurances of infallibility claimed by the propagandists for 
their contraceptive measures, verges on the ridiculous. We all know how 
uncertain most contraceptives are and that assurances cannot be given 
to any patient that the devices or methods are free from danger to 
themselves or are absolutely certain of prevention of conception. We 
hear much about scientific, harmless and efficacious methods and de- 
vices which are supposed to be the private property and knowledge of 
the medical profession. It would be interesting to canvass physicians 
to find out what these measures are. My own confession of a lack 
of personal knowledge will undoubtedly be echoed by other members 
of the Society. It is true that we can make certain recommendations 
and that we can suggest the use of eontrivanees that may prevent 
conception but more than this we cannot do, and any guarantee is an 
assumption not borne out by facts and experience. But the laity to 
whom the appeals are made is misled into believing that this knowl- 
edge is kept from it for selfish and personal reasons. Such an at- 
titude of course is ridiculous but it serves the purpose of those 
who desire to attain their ends even at the expense of deception. 

The foregoing is but a brief reference to the affirmative side of the 
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aTgument. One rather questions the sincerity of much of it— those 
who are giving the funds are probably sincere and well meaning— can 
as much be said for those who are spending them and to whom “re- 
form” spells the breath of life? 

Let us refer, also briefly, to the other side of the argument. The 
very appealing circulars and other documents published by the various 
associations who have endeavored to correct our legislative failings 
are somewhat difficult to answer because little has been published in 
opposition either by lay or medical writers, and the only consistent 
activity is that manifested by the Roman Catholic church. It is 
quite needless to go into the latter’s attitude more freely except to 
call attention to the fact that while the Catholic church positively 
and vigorously condemns and prohibits the use of contraceptive meas- 
ures, its representatives are careful to state that they do not question 
the lawfulness of birth restriction through abstinence from the rela- 
tions which result in conception. Of course this attitude can only 
affect the members of this particular church and thus far no other 
religious organization has officially made public any decision on the 
subject. But we must not forget that religious ideals have changed 
since their formulation in the early days of Christendom and divine 
commands so plentifully employed in the first centuries after the es- 
tablishment of the Chi'istian religion, no longer govern our social 
standards. Ideals of human betterment result rather from an appeal 
to reason and judgment and involve restraints of impulse which are 
dependent on knowledge received from experience. The direction 
to “increase and multiply” must be regarded merely as a tradition 
in this day when the population of the earth has reached limits that 
must have been unfamiliar to the early prophets. True religion has 
become more vitally concerned with the relation of man to ma n and 
the welfare of society in general. 

Taking up the medical side of the argument, Ave may assume that 
there can be no question or difference of opinion regarding the ne- 
cessity for contraceptive measures in certain cases. The tuberculous, 
the cardiac, the nephritic are only among the more common general 
illnesses that demand abstention from childhearing, and there are 
local or obstetrical situations that must likewise be considered. But 
this is a small group as compared with that in Avhich a personal or 
an economic factor is the leading one and for whom our birth control or- 
ganizations are also endeavoring to find relief. Just how far Ave ought 
as physicians to go in prohibiting sexual intercourse among our 
patients for nonmedical reasons, is a question to be most carefully 
considered.^ No one has yet conclusively demonstrated that sexual absti- 
nence, partial or complete, is fatal or even dangerous to health We for- 
bid tea. or coffee, or tobacco, or red meats, exertion and excitement, and 
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many otlier things — it is no more illogical to forbid intercourse in 
certain constitutional diseases in husband or wife, or to limit it in 
others. It seems to me that we have little right to go beyond these 
limits. The sex “urge” is claimed to be too strong for mere human 
control, but yet how often do we see it curbed in athletes in training, 
without ill effects. 

Artificial restrictions in normal sexual intercourse particularly in the 
early months of married life may produce serious consequences in a 
woman’s pehdc organs and either lead to subsequent sterility or 
actually hide the presence of the latter condition for a period during 
which something might have been done to relieve the same had its 
existence been known. 

The fear of pregnanC}* especiallj' among the unmarried, has been 
widely ridiculed as an objection to tlie dissemination of contraceptive 
knowledge, insofar as it may be regarded as a protective factor in 
maintaining morality and virtue. Nevertheless it is and will continue 
to be a very practical factor. HoAvever, if we as medical men regard 
birth control from the standpoint of morality or immorality we are 
venturing on a domain that we are scarcely qualified to discuss from 
any but the narrowest viewpoint. As physicians we must theoretically 
condemn illicit sexual relations because we know of the possible patho- 
logical consequences, but beyond this we cannot go — fornication 
has not yet been labelled a crime. However, our training and our 
study of the human mind and its frailties make us fully cognizant 
of the dangers that would result from any lack of restrictions to con- 
traceptive knowledge such as that advocated by the birth control 
propagandists insofar as this moral status is concerned. 

The phj^sieian, however, is drawn into the discussion by a direct 
appeal to his opinion whether contraceptive methods are injurious to 
health and this is a difficult question to answer otfhand. There are 
no doubt many practices and methods which affect the health of the 
participants, but whether the so-called harmless procedures manifest 
any such influence no one can definitely state. It is entirely a ques- 
tion of individual ti-ial and application and demands stud3'’ based on 
statistics and observations which are not j^et on hand. 

There are many who interpret a sj^stem of birth control as leading 
to race suicide, and that it is the duty of the ph3^sician because of 
his interest in such questions to counteract the prevalence of this idea. 

I believe that the proponents of birth control rather exaggerate this 
matter and that other factors are at work which the3'' do not recognize. 
This leads one into speculative fields that would take more time to 
discuss than we are permitted. 

It has been estimated that in order for a nation to maintain itself 
without increase or decrease, the average faniih’" must consist of at least 
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four cliildren. This in order to compensate for a death rate of about 
10 per cent during the first year of life. The national census (1900) 
shows that out of 100,000 individuals born, only about 78,000 are 
alive at the average age for marriage. But not all of these people' 
marry, from 12 to 15 per cent do not, and about 7 per cent of all 
marriages are sterile. The truth of these facts must be evident to 
all of us, and if we place further restrictions, by official sanction, on 
the natural reproductive processes, the displacement of the better 
groups by those less economically and socially sound, ■will be even 
more rapid and standards will be corre.si)ondingly levelled. We need 
rather a system of birth release than a sj’^stem of birth control. 

I have endeavored to present the pros and cons of this important 
subject in as few words as possible although in doing so I must ac- 
knowledge my failure in not adequately taking up all phases of this 
broad subject. As physicians and i)articularly as obstetricians it 
devolves upon us and perhaps the public may expect from us, some 
formal expression of opinion as to our attitude for or against the general 
proposition of birth control. I believe that most of us feel that exag- 
geration, deliberate or accidental, has characterized much of the agita- 
tion now so widespread. As a group of specialists perhaps more 
directly concerned than any other, should we do anytliing to alleviate 
this exaggeration? It seems to me that we have this duty and should 
not shirk it. Whether our advice will have any weight is, however, 
problematical. As the greater part of the agitation on the subject 
seems to deal with a desire to do away with legislative restrictions to 
the dissemination of birth control information, we should perhaps fir.st 
express ourselves on this point. The Federal Penal Code, section 211, 
does not really label birth control information as obscene matter 
although we are being led to think so, but from what is known of the 
general character Of contraceptives distributed through the mails, 
most of such devices cannot be designated in any other manner. The 
Penal Code of the State of New, York, sections 1141 and 1142, prac- 
tically duplicates the Federal law, providing for a fine and imprison- 
ment for any offence against the same. At the same time our State 
statute provides for the pliysieiau's participation in legitimate con- 
traceptive measures and the Court of Appeals of this State has like- 
ivise decreed that no physician could, or would be, molested in the 
legitimate practice of his profession as it involves the dissemination 
of birth control information. But this evidently is not .satisfactory 
to those who desire unlimited and indisei'iminatc dissemination of 
knowledge that they claim is being unjustly kept from the people 
at large. 

Expediency must guide many of our actions and experience has 
shown that the inclusion of the law.s referred to have done more to 
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keep this country free from undesirable literature, indecent pictures, 
and other things, than any other factor except perhaps the gener- 
ally prevalent high moral standards of this great nation. It seems 
to me therefore inexpedient to release for public information with- 
out discriminatory precautions, information that would in tlie end be 
most detrimental to many of our people. Yet we must recognize 
that this exaggerated state may be based on a true desire which is 
in accord with so many developments of the present da}”- that would 
have been froivned upon half a century ago. Among these none looms 
up larger than the greater freedom accorded to women — the right 
that they shall have an equal voice in government, in the making 
of laws that apply particularly to their sex and in the decision 
finally to have children when they see fit. This change in the psy- 
chology of women must be taken into account — ^^ve cannot as men 
pass it over with the assumption of a superior sex. Yet I think we 
can lead the thought into the right direction and it is to this purpose 
that we must lend our energies. 

It seems to me that it would be much more desirable and valuable 
for us as physicians to regard the larger question of birth control, or 
the smaller one of contraceptive measures from the standpoint of 
fertility of the race. Smaller families and fewer and better children 
appeal to one as of greater value to the community than reckless 
childbearing, but the question remains that we may inculcate notions 
into the minds of people who are not in a position to observe, to under- 
stand, or to practice them. It will require more than the mere doing 
away with restrictive legislation or the founding of so-called birth 
control clinics presided over by well meaning women to solve this 
problem. It must rather be done by a process of education applied 
both to the individual and to the mass — education which begins with 
the training of our school children in the meaning of sex and repro- 
duction, just as we train them in the ordinary rules of hygiene gov- 
erning their digestion. At the same time it may be possible for us 
to formulate not laws, but opinions, not contraceptive clinics, but 
attempts to control policies and methods. The close personal rela- 
tion between physician and patient should never be set aside and the 
profession should not ally itself Avith any state or municipal con- 
trolled or even private lay institutions organized for this purpose. 
It would be better if the profession could bring about such a change 
that every hospital and dispensary organized for the treatment of 
gynecologic or obstetric patients, would be in a position to take up 
Avith its individual applicants the desirability of restricting preg- 
nancy in the presence of definite pathologic indications rather than 
those of an economic nature. This feature of course only includes 
that class of our population who would naturally apply to dispen- 
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savics and hospitals £or economic reasons. There is no need for us to 
attempt any change with respect to our private patients because we 
arc already in a position to deal with them as we see fit. It has been 
suggested that clearing houses be established from which applicants 
can be referred to physicians or hospitals. There is much to be said 
for such a plan and yet will it not unduly draw public attention to a 
matter that had better be managed in a less open manner? ^luch 
thought and much consideration would have to be given to a project 
of this hind before the profession as .such could lend its support. Con- 
sideration would have to be given by our special societies and per- 
haps by a conference of hospital managers with the leaders of medical 
thought and opinion. 

In the meanwhile attention may be called to what has been done 
by our sister organization in Chicago, which under the terms of a 
resolution passed at one of its regular meetings made a personal 
canvass of its members and as a result published a series of very 
direct and plainly worded resolutions. 

The substance of this investigation shows the Chicago Gynecological 
Society to be unalterably opposed to the public dissemination of con- 
traceptive information, which should only be furnished by physicians 
either privately or in existing clinics and di.spensarics. Special clinics 
for this purpose are believed to be neither necessary nor desirable, 
nor should nur-sing organizations be utilized for the purpose. It seems 
to me that the New York Obstetrical Society should undertake a 
similar canvass of its members and that a committee miglit likc^\•is(‘ 
be appointed for the purpose of making .such a study. 

As I have attempted to bring out in my paper, we cannot a.s 
physicians avoid our responsibility in this matter. As a group avc 
are legally empowered to render to our patients whatever assistance 
we can in the solution of their problems. We should not be expected 
to go beyond the point of propriety and reason in the giving of such 
advice and I believe firmly that as physicians we should object to 
the invasion of this field of medical practice by unqualified lay per- 
sons, which would result from the sweeping changes in the present 
laws on this subject. 

23 East NiNETY-Tninn Street. 
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PRENATAL CARE AS VIEWED FROM THE PUBLIC HEALTH 

STANDPOINT^"' 

By RiVLPH W. Lobenstine, M.D., New York, N. Y. 

T N studying the question of maternity in this country, we are hrougiit 
face to face with certain .basic facts: 

First, that the registration area, upon which the United States cen- 
sus for mortality and hirths is based, is far from complete and that 
there is an evident lack of uniformity in tabulating results. In the 
1920 census, the death registration area included 34 states, the Dis- 
trict of Columbia, 16 cities in nonregistration states (cities showing 
accurate registration in 90 per cent of all deaths) and the Hawaiian 
Islands, although the latter are not concerned in any figures that we 
maj' consider. In onty two-thirds of these 34 states is there definite, 
reasonahty accurate birth registration. It may be a surprise to some, 
moreover, that it was not until the year 1915 that such a birth regis- 
tration area was established in the United States. 

As illustration of wliat I call lack of uniformity in tabulation, I 
may cite: 

a. The lack of uniformity in the registration of stillbirths. No def- 
inite, widely accepted standard as to what constitutes a stillbirth has 
as 3 ’et been accepted. 

b. The United States mortality i-ecords for maternity are based 
entirely upon the number of live births and not upon the total num- 
ber of births, while in a state like New York or in a city like New 
York, stillbirths are included with live births. 

c. Records of the neonatal death rate, for the first two to four 
weeks of life, are almost unbelievably scarce; in other words, the 
records are still, in general, far from complete. 

In the second place, even if ive disregard the statements of the 
sentimentalist or the enthusiast in this field of social welfare, we 
are forced, I believe, to acknowledge that the general standards in 
this countr 3 ’-, as applied to maternity, are still far too low and, fur- 
thermore we are forced to the conclusion that manj’- of the dire re- 
sults are dependent upon faulty methods of dealing with an unques- 
tionabty difficult problem. 

The 1920 United States census showed a mortality of 80 per 10,000 
live births, a figure surety much too high, while in New York State 
in 1921 there occurred 1,382 deaths of mothers connected with child- 
birth, or a rate of 50.9 per 10,000 live and stillbirths. There is positive 

*Rea<l at a meating of the New York Obstetrical Society, March 13, 1923. 
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reason for the belief that improved prenatal and inlranatal care, 
such figures can be very greatly reduced. 

Third, one cannot but be impressed by the almost iinivcr.sally ju'ov- 
aient high death rate throughout (he world from puerperal sop.sis, 
5,800 eases were reported in the I'nited States census area for the 
year of the 1020 census, a rate of 27.5 per 10.000 live births. The 
number must have been very considerably larger than this, moreover, 
both because, of ineomplote registration and because many eases, lio 
doubt, died long after delivery as a result of an obstetnenl infoetion. 
In New York State o05 women died from pnerpcral infection in 1021, 
that is. about 00 per cent of the total number of maternal deaths. 
While poor eavc at delivery or just after will aceonnl tor mneb of 
the sepsis, it. docs not aceonnt for all. 

It is gratifying to know, however, (hat New York City stands well 
in the lead of other cities in the United Stalo.s, in its iiercentnge of 


septic deaths. 

The fourth example of nnsatisfaetory eare is to be found in the 
appalling wastage of infant lives as a result of abortions, premnlnrity, 
syphilis, had management in labor and congenital debility — the lat- 
ter so frequently dependent upon pregnancies occurring in too rapid 
sxicccssion. In 1020, 4.2 per cent of the babies born alive died under 
one month of age in the United Stales registration area. Including 
with this, the average stillbirth rate, we lind that np to the end of the 
fir.st month, actually 8.4 per cent of children are esiimnled to have 
lost their lives. Out of the 8,4(M ehildren who died in the Stale of 
New York in 1921, outside of New York City, d.OSl or over one-half 
did not live through tlic fir.st month of life. In fact, of all the chil- 
dren, 2.00S or 24 per cent, did not live Ihrongh the first day of life, 
and 4,124 or about onc-lialf did not finish their first two wock.s of life. 
This makes it clear according to tlie Slate Uepartmont of Health re- 
report, “that the dangers to the new born child are greatest, iniiiic- 
diately after it is born. Its security from sickness and death become.s 
greater with each day that it livc.s, thci'efore, ofl'orts to prevent this 
loss of child life, to be liiglily effective, should bo given to the moth- 
ers liefore the children are born, and painstaking care must be given 
the now horn child, during the first few days and weeks of its life.” 


Of all the causes of earlj’- infant deaths, prcinatnriiy stands at the 
head of the list with 22.1 per 1,000 population under one year of a^e- 
oongenital debility 8.9; injuries at birth 4.9 and syphilis 1. In the 
State of New York we find again that the chief Muse of death in 

Pi’cmatnre birth. Out of the total 
8,464 babies who died under one year of ago in the np-state area 26 
per cent died as a result of prematurity. In a maternity welfare pro- 
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gram, education is the key-note to success and prevention the most 
satisfactory of all handmaidens. 

In discussing the “value of prenatal care” in terms of mortality 
rates alone, obviously many faulty and incomplete deductions can he 
made. Gross mortalit}’^ rates will include the whole period, from the 
first registration to one month postpartum, wliile “mortahtj" i-ates” 
referred to, for the purpose of evaluating prenatal care, must of neces- 
sity be “corrected ones.” It is quite illogical to confuse the issue and 
to exaggerate the results of such care, remarkable as they are. Aside 
from the reduction in mortality rates, the actual saving in invalidism 
of both body and mind is immeasurable, by logical and scientific care 
during pregnancy and labor. The amount of such reduction unfor- 
tunately cannot be estimated on paper but the facts are so well known 
to all of us, in our own individual experiences, that there is little 
doubt that the same must hold true when dealing with greater 
numbers. 

Prenatal care, as I have said, is primarily and foremost educa- 
tional in chai*acter: It teaches the patient that while pregnancy is, 
per se, physiological, it maj’- readily become pathological. It teaches 
the importance of early care and of early reporting, to either doctor 
or nurse, of all unusual symptoms. The patient should learn, more- 
over, before the birth of the child, the first lessons in the care of the 
newborn and the very great importance of maternal nui’sing. The 
more each individual patient comes in touch during her pregnancy 
with a competent social worker or nurse, trained in this special branch, 
the more likely will she be to demand the best care at delivery that 
the family budget will alloAv. The nurse or social worker going into 
the patient’s home is an invaluable asset. We have already reached 
the point where we feel we cannot do without her; for after all, the 
more personal and the more human the contact, the more satisfactory 
will the results be. 

Prom purely a medical aspect, the chief value to the mother, of 
prenatal care, rests upon: 

1. The early determination of definite medical ahnornialit}' ; of 
pelvic tumor or of other obstetric difficulty. In medical pathology, 
tuberculosis and Graves’ disease seem to he most susceptible to the 
unfavorable effects of pregnancy. 

2. The early detection and treatment of the toxemias of pregnancy. 
The diminution through prenatal care in the number of toxemias with 
or without convulsions, both as regards actual deaths as well, as in 
the degree of severity, is so marked that this diminution alone will 
justify enthusiasm for the work. Nurses in particular may be so 
trained that they really become remarkably expert in detecting the 
early changes from the normal. It is the writer’s belief that the pro- 
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fession, as a whole, does not as yet fully appreciate the extent of t e 
damage to the patient’s health, in this group of eases. 

3. The early recognition of the importance of uterine bleed.ng. 

Here the one great lesson to ever bear in mind is the importance of all 
bleeding during pregnancy. ^ 

4. The detection of syphilis and, if present, vigorous antisypMlitic 
treatment. Hospital services and organizations specializing in the 
care of expectant mothers should make strenuous endeavor to carry 
out routine Wassermann tests. This is a great burden but results 
fully justify the effort required. Competent authorities have esti- 
mated that from 8 to 10 per cent of expectant mothers of the class 
that go to our public maternity wards give a positive "Wassermann 
reaction. By treating specific mothers, a surprisingly large group of ba- 
bies of these mothers will be saved — 50 per cent at least. Gonorrhea is 
probably one of the most common causes for early abortion and should 
be carefully treated when discovered. Both stillbirths and neonatal 
death rates will be definitely influenced, therefore, by these measures 
as well as by the early recognition and treatment of the toxemias of 
pregnancy. So far as the offspring is concerned, prenatal care, and pre- 
natal care alone, will diminish the shocking number of abortions and 
premature births. Owing to the lack of uniform standards in the 
classificatioii of prematurity, virtually no reliable information is at 
hand as to just what the irreducible minimum can be. 


In a campaign for prenatal care the need for clean, efficient deliv- 
ery service should not be overlooked. The dangers to both mother 
and child in labor are very real. To the former the greatest are from 
hemorrhage and sepsis, to the latter from cerebral hemorrhage and 
pressure on the umbilical cord. As the Maternity Center Association, 
in its recent statistical study has so well shown, the best oversight 
during pregnancy may be vitiated from the standpoint of mortality 
statistics by unsatisfactory delivery results. 

These, then, ai’e some of the factors to be borne in mind as 


we turn to a brief survey of the methods dealing with maternity 
relief for the masses. Certain definite conclusions may safely be 
drawn from our study: First, the physician handling maternity 
cases should be required to possess greater knowledge than he does 
today and until such knowledge has been obtained he should be 
brought to the generous viewpoint that abnormalities demand the 
attention of the specialist and that such eases should preferably be 
treated in hospitals. This is the ideal to look forward to but gentle- 
men, specialists in obstetrics and hospitals for maternity cases seem 
often impossible to obtain. Both are sadly lacking in large sections 
of tins country and it is your duty and mine to use our best efforts 
to devise some method of relief. The hardest feature of obstefrical 
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consultation practice lies in tlie fact that all too often the specialist 
is not called in until virtually all chance of success has vanished. 

In manj' ways, in large communities, we are highly favored and we 
are prone to forget the vast strctelies and the several thousands of 
communities in which there is not one hospital excepting perhaps for 
the insane, tlie crippled or the tuberculous. 

Second, the midwife is still an economic necessity in many sections 
of the country, hut she should never be permitted to practice unless 
licensed and efficiently supervised. 

My third conclusion, from studjdng this work is “that improved 
methods” for widespread prenatal care and follow-up work, are ur- 
gently needed. 

The three agencies upon which the burden falls of supplying this 
need are: 

1. Private welfare agencies, organized to promote safer maternity. 

2. Maternity hosiiitals. 

3. Municipal, state or the federal government. 

Lay Organizations . — Lay organizations which have taken upon them- 
selves the function of promoting public health in various lines, fre- 
quently become the target of harsh criticism. In matters pertaining to 
maternitj', such criticism has at times been acrimonious and particu- 
larly was this true before the passage of the so-called Sheppard-Towner 
Bill. In the words of Dr. Briggs, “Such lay organizations, however, 
considered together unquestionably generate, condiict and apply a 
great volume of dynamic, democratic energy for tlie advancement of 
public health. The conviction is now generally held that the best 
services of private health associations can be rendered in the field 
of pioneering, experimentation and demonstration and especially in 
the education and direction of public opinion in support of the public 
authorities. On the other hand, Ave are agreed, I think, that matters 
of actual administration should be left to duly constituted health 
officials.” 

Among the conspicuous examples of la 3 ' organizations that are cariy- 
ing on extensive and advanced maternity'' welfare Avork I might men- 
tion the Maternity Center Association of Manhattan ; that of Brooktyn ; 
the Visiting Nurse Association of Boston, and the Visiting Nurse Soci- 
ety of Philadetyhia. These laj’ organizations must naturally haA'^e the 
strongest kind of medical backing and guidance. There is no ques- 
tion that they ha.A'e been primarily responsible for awakening the public 
in general to the need of providing better superAusion for the expectant 
mother. 

Hospitals . — ^Hospitals Avith maternity seiwiees should be so organized 
as to meet the need of the community, as far as is possible. Obviously 
in very large communities thej’’ cannot accomplish this without outr 



LOUENSTINE: PEENATAE CAEE 


291 


side assistance. In New York City, in fact, to rely upon the hospitals 
entirely would he impossible; then again, many cities of the second 
and third classes have no maternity services at all. I^et, I say, hos- 
pital .authorities should be awakened to the need of developing a social 
service department, either with trained nurses or social workers, and 
each hospital should be willing to conduct each week, if necessary, 
at least one open consuliaiion clinic for expectant mothers who need 
proper advice but who are to be confined in their homes .by other 
than hospital aid. 

Even in New York City, maternity hospitals have only had a rea- 
sonably adequate follow-up system for a comparatively short time, 
and to a limited number. In each hospital distx’ict there should be 
an outdoor service, to assist in cai'ing for the large numbers who can- 
not or will not go to the hospital for delivery. Normal multiparae 
should be delivered at home. Such a scheme is expensive but it will 
add much to the value of the hospital in the community. To carry 
on such outdoor service, both students and nurses are neces- 
sary and students and nurses are not always available, particularly 
in the small cities. With properly equipped hospital services, 
with the demonstration of lay organizations and with active health 
departments, the ground can be safely and satisfactorily covered, but 
many towns and smaller cities — ^in fact some larger ones, have very 
backward health departments. 


The question, however, which calls for greatest consideration and 
deepest thought is the situation present today in the vast rural dis- 
tricts and small townships which are poorly supplied with doctors, 
hospitals or nurses. The situation right here in New York State is, 
in many sections, unsatisfactory to put it mildly. Throughout rural 
sections practically nothing is being done except in a very few 
thickly populated counties, notably Erie, Dutchess, Livingston, Mon- 
roe, Nassau, Rockland and Westchester. In New York State alone 
there are, at the present time, many municipalities which have no 
physician and a number of cases have been reported where no physi- 
cian could be obtained. Sometimes a nurse can reach these women 


but in most eases there are only members of the family or a neighbor 
in attendance. (Child Health Survey by Dr. S. Josephine Baker and 
Dr. Dorothy Kempf.) While time will not allow me to review the 
actual situation, I would impress upon you the fact that we who 
five here in a city like New York with a wonderful Department of 
Health and unusual hospital opportunities, fail to realize the extent 
of the need and the many difficulties in this branch of public health 
work. It IS here that state or federal aid is being offered and in the 
writer s opinion, quite rightly. The help in general is n^f help plus 
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dictation so much as help offered through education and the giving of 
assistance when asked for. 

New York State under the Davenport Bill has undertaken a wide 
educational campaign means of health officers, public health nurses, 
pamphlets, moving pictures and actual demonstrations when called 
upon to give such demonstrations, by individual towns or municipali- 
ties. The ph 3 'sieians, mark you, arc the leaders in this movement 
and have absolute control. This cannot be disputed, providing the 
situation is faced honestl 3 L So far, New York State has preferred 
not to accept the provisions of the Sheppard-Towner Bill, but, as per- 
haps some of you know, a movement is on foot to change the state's 
policy in this respect and to accept federal money, providing the 
machinery, so ably set in motion b 3 ’- Dr. Hermann Biggs and Dr. Flor- 
ence McKa 3 ', is not disturbed. The chances are, I understand, un- 
favorable to such action.® 

Up to November 1, 1922, 42 states had accepted, in general, the 
provisions of the Sheppard-Toivner Act, six states had not. These 
are New Yoidc, Maine, Massachusetts, Rhode Island, Louisiana and 
Washington. Nineteen of the states accepted the provisions by legis- 
lative action and 23 b 3 ’’ action of the Governor pending legislative 
action. It is not m 3 ' wish to start a discussion regarding this Act. 
It is now on the statute books. But I m 3 'self do not liesitate to say 
that, so far at least as rural sections go, no improvement in maternity 
care will be brought about without some form of state assistance. 
The ideal development for rural sections as well as for small town- 
ships would be a centrally located hospital of moderate size which 
could be equipped in a thoroughl 3 ’- up-to-date yet simple manner with 
a small group of able, energetic, 3 mung practitioners who would have 
working with them a staff of district nurses and social workers. 
Such nurses should be trained by a special course in midwifer 3 '^ and 
should be able, where ph 3 ’-sicians are few and far between, to handle 
the normal cases. They should be able to recognize reasonably well, 
with practice, the presence of abnormalities and such cases would 
theui by calling an ambulance from the hospital, be rushed to the 
specially trained physician at the hospital. This scheme while ap- 
parently expensive is not at all impossible to develop. It is the only 
solution that the Ywiter can see for the rural problem. If the munici- 
pality or the county will not awaken to such need and cannot afford 
the luxury of such service, then I say by all means let the state 
assist as long as it may be necessary until public awakening has 
reached the point that no further state assistance will be required. 

In closing may I say one more word regarding possible state or 

•Since the presentation of this paper. New York State has accepted the provisions 
of the 'Sheppard-Towner Bill. 



BAILEY: CONTBOIi OP MIDWIVES 


293 


federal assistance. There are many objections, particularly to fe 
eral assistance, but of this I am certain that at the present date, 
every effort is being made both by the states and the Federal Bureau 
in Washington to allow the medical profession to actively assist in 
the administration of its program. A serious handicap, however, is 
to be found in the fact that the average physician finds himself so 
hampered for lack of time, that his efforts all too frequently are of 
little avail. 

162 East Seventy-first Street. {For discussion see p- 351.) 


CONTEOL OF MIDWIVES* 

By Harold Bailey, M.D., New York, N. Y. 

T he midwife problem has been frequently discussed during the last 
fifteen years and as a result some effect has been made in the con- 
trol and restraint of these practitioners. Perhaps the greatest 
advance was made in England by the creation of the so-called 
Central Midwives Board. This governing body first came into con- 
trol by an act of Parliament in 1907. At the beginning its authority 
was confined to England alone, but recently it has been extended 
to include Scotland and Wales. It is interesting to note that 
the Board was created for the purpose of “regulating, supervising 
and registering within due limits the practice of midwives.” While 
the women who were already engaged in this pursuit were allowed to 
continue under the years of practice regulation, the new applicants 
are obliged to have two forms of training. First, they must be 
registered as nurses — ^following a regular course of training; and 
second — they are required to take a four months course in midwifery 
in which they, personally, deliver twenty women and attend a total 
of forty. Those who complete this training receive the title C, M. B. 
which means that they are registered by the Midwives Board. At 
first only a few nurses took the course but, at the present time, a 
very large number, probably in the neighborhood of 75 per cent, take 
this additional training. As each hospital with obstetrical connections 
was opened under the law for the teaching of these women, it be- 
came necessary to have the training, if one wished either to return 
to the hospital as a nurse or as a teacher, in any of the various train- 
ing schools. 

It is unquestionable that this regulation has greatly improved the 
condition in Great Britain by raising the standard. and by providing 
close co ntrol of the women who act in this capacity. In Prance and 

‘Read at a meeting of the New York Obstetrical Society. March 13, 1923. 
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Germany, i’or many years, michvives liave had considerable training 
and have been under medical control. 

Ihe conditions in this counti’j', for a long period, haA’c been dis- 
graceful, due partly to our attitude toward the situation and partly 
to the fact that these women are uneducated and untrained. In some 
areas their right to practice is denied and leaders of the profession 
who fully realize that it is irapo-ssible for the medical fraternity to 
handle all the obstetrical cases, nevertheless refuse to admit that 
fliese women sliould jiraetiee in a semi-medical capacity. This atti- 
tude has led to a surreptitious and unlawful practice on the part 
of the midwives. The midwife lias felt that she Avas persona 
non grata with the doctor and has not uncommonly been insulted by 
him in any conference in which it was necessary that they come to- 
gether. As a matter of fact the blame is all too readily placed on 
the midAvife for the obstetrical difficulties that ensue in the course of 
abnormal labor. This has resulted in a condition of fear among these 
Avomcn, so great in extent that rather than consult a doctor in an 
emergency and possibly be charged Avith negligence or threatened 
Avith the revocation of their licenses, they alloAV the faulty conditions 
to drag along until life is endangered. 

There arc, hoAvevor, some communities, even entire states, as a 
matter of fact, that fail to have any laAv for the control of these prac- 
titioners, or if they have such a law it has become a dead letter. It 
lias been said that in iMississippi there are 5,000 midAvives practicing 
illegally some of Avhom are black and Avhite males. A personal desire 
to do so is the only requisite necessary to practice. 

In Ncav York in 1911 through the influence and personal energj" of 
Dr. John W. Brannan, the BellcAme School for Midwh’es was started 
as a teaching institution. It is now the onlj’- institution for teaching 
midAviAms in this country. PreA'ious to its foundation the schools 
existing Avere mere diploma factories. This school reeehmd a great 
deal of criticism and obstruction in its progress and only in the last 
feAv years has it receiAmd the proper recognition. HoweA^er the City 
Health Board has been in harmony with the idea and it has refused 
to admit .to practice anj'" Avoman Avho is not a graduate of the School 
or of a similar school abroad. This stand has had a A'^ery decided 
result on the practice of midAidferj’’ in this city. The number of 
midwives has been reduced one-half so that now only 1500 are regis- 
tered. The deliveries haA’^e been reduced from one-third to one-fourth 
of the entire number of parturient. Their handling of normal cases 
of labor has been' conducted Aidth fewer deaths of the mothers from 
sepsis and Avith as low a number of stillbirths and eye infections^ of 
the babies as in the cases handled by the medical profession. Grim- 
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inal abortion has diminished and a very small number of miidwives 
have been charged with this or other misdemeanor. 

A diiferent method of control originated by the Bnrean of Medical 
Education and Licensure, has been in vogue since 1913 in the state 
of Pennsylvania. The practical application of these regulations in 
Philadelphia is described by Nicholson. The plan requires the re- 
porting of the midwives to an inspector vuthin forty- eight hours 
after delivery and provides for the inspection by a medical ofdcer 
of every baby and mother within the first few days. The local inspec- 
tor is required to go as consultant when called upon by a midwife or, 
for abnormal conditions, she may call a private physician provided 
the patient can pay the fee. Lectures are given by the inspectors 
during the winter although the attendance is not compulsory; and 
twice during the year there is an inspection of the equipment of the 
midwives. In Philadelphia, as in New York City, a license can be 
revoked only for reasons that may be sustained in a court of law. In 
New York State, exclusive of Neiv York City, the Legislature has 
given the Commissioner of Health the power to revoke licenses upon 
reasons that are satisfactory to him. 

The question arises as to the proper qualifications for admission to 
this important practice and also as to the requirements for training. 
Are we able to train these women in a way to make their practice 
safe? After they have satisfactorily completed their training how are 
we going to hold them to the standards that they have been taught? 
It is possible that these questions can be satisfactorily answered. 

Through the course of twelve years in our midwives’ school, we 
have graduated 410 ivomen. In the early part of this period the pre- 
liminary training was deficient, but by degrees the admission re- 
quirements were increased until now we have women of an intelli- 
gent grade. This year, of those who entered the School, ten were 
Americans, nineteen Italians and fourteen belonged to the Cer- 
man or Slav races. The graduates have formed an alumnae asso- 
ciation which they manage themselves and which is semiscien- 
tifie in nature. Of course, the more intelligent the woman is at 
the time that she enters the school the greater will be her value later. 
If we could do as the English have — that is train the nurses to act in 
this capacity — ^it would be one step forward but the peculiar condi- 
tions in America preclude the possibility of our nurses doing this 
kind of work in the tenements, because most of the women who wish 
midwives’ services are foreigners who do not speak English and 
wish household aid as well as maternity care. An argument might 

le advanced for the employment of nurses in the sparsely settled 
regions of the country. 

•There is no doubt that the prenatal nurse employed by municipalities 
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should be trained as a midwife. One of her chief duties in the out- 
lying districts is to aid in the instruction and control of those who 
are so licensed and the nurse is hardly fitted to do this unless she 
has an equivalent education. If in general practice we must select 
for students women who are unti-aincd in nursmg we should at least 
demand as an entrance requirement, a grammar school education. 

How are we to train these Avomen so that their pi-aetice will be 
safe? Our chief aim has been to train the Avomen in aseptic technic. 
In order to proAude sufficient practical instruction Ave haA'e gradually 
lengthened the course until noAV it is of nine months’ duration. For 
eight months the Avomcn serve in the indoor and outdoor depart- 
ments and the3' arc required to delh'cr tAventy cases and to attend 
to at least seventj’-five or eighty more. 

In the School, under the charge of the resident doctor the Avomcn 
examine the patients in the prenatal and postnatal clinics and they 
receive a A’eiy thorough training in this type of Avork. Thcj' are 
permitted to make vaginal examinations on the antepartum Avomen 
and to acquaint themselves Avith the outlines of the pohus. The pa- 
tient, hoAvever, is measured and placed in the normal or abnormal 
class by the resident surgeon. In the care of labor these midAAuves 
Avear no gloves. Thej^ arc taught to scrub their hands for ten minutes 
as it Avas considered that a soap and Avater sterilization Avould be 
more satisfactoiy than a constant putting on and olf of rubber gloves. 

I personally believe the AVomen should not only Avash their hands 
thoroughly but they should be required to Avear sterile rubber gloves. 
They are pei'mitted to make one vaginal examination during the course 
of labor. The importance of the abdominal examination in obtaining 
knowledge of the presentation and position of the fetus is empha- 
sized so that labor can be conducted Avith as great a facility from 
the abdominal examination as Avith the added vaginal. 

The limited training of these Avomen does not allow them to acquire 
much information from a vaginal examination. It must be recalled 
that in cases of delayed labor AA^here the examination becomes neces- 
sary the infant’s head is molded, distorted and edematous so that a 
mere touch examination would furnish very little information eAmn 
to an expert. Rectal examination is not permitted because of the 
danger of breaking the aseptic technic and also because of real injury 
to the patient. Injury of the rectum may result or infection may 
occur through pushing the Amginal Avail, in front of the examining 
finger, into the open cerA^ix. From a study of the subject I am con- 
Aunced that Amginal and rectal examinations should not be made by 
midwives. 

We conduct our own service at Bellevue Avithout permitting any- 
one to examine a ease by rectum or vagina unless there is delayed 
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or complicated labor. We bave been able in almost every instance, 
as is of course well known, to make a proper diagnosis and prognosis 
of labor. If we, as obstetricians, hesitate to examine the patient by 
vagina, why should we permit the widwives to do so? Probably by 
an examination no midwife would be able to help a woman in any 
way whatsoever. At once arises the question of failure to detect a 
prolapsed cord but prolapse of the cord occurs only about one in 
250 labors and usually the prolapse occurs in deformed pelvis or in 
other abnormalities of position which would place the ease at once 
in the hands of the doctor rather than the midwife. And, again, our 
experience has been that these cords prolapse through artificial and 
accidental rupture of the membranes by the examining finger, when 
the head is unengaged. 

We believe that our methods of controlling these women while 
they are students at the school is ideal in every respect except that 
examinations are permitted. As an example of our results, we deliv- 
ered 956 women in 1922 with no maternal deaths or infections and 
the stillbirths and neonatal deaths together were thirty-five per 1000 
births. We have had even lower stillbirth rates in other years. 
Practically every mother nurses her infant and we know that this 
method is continued at home for the eases are followed for a period 
of six weeks. 


MUNICIPAL CONTROL 

The control of the midwives should be in the hands of local health 
boards. The supervision should be as close as the requirements in 
the School for Midwives. The women should be aided in the selec- 
tion of their eases and they should not be permitted to deliver pri- 
mipar®. Inspectors furnished by the city or community should follow 
up cases of delayed labor. Of course any such arrangement calls 
for a considerable amount of money but when we recall the in- 
fant mortality of the first month which including stillbirths is close 
to eight or ten per cent at the present time, why should not a munic- 
ipality that spends millions for education spend a little for the 
preservation of life? A number uf obstetricians must act as local 
inspectors and they must be men of the highest standards who have been 
selected through civil service examinations. They should be in charge 
of the health board maternity centers located possibly in infant feed- 
ing stations or maternity hospitals in the district. The health board 
at the present time lists forty-nine of these stations. Maternity nurses 
with a midwife’s training should be used to follow up the cases and 
every parturient should be seen on the day of or the day after delivery 
and an accurate report secured. This report should be made by the 
midwife on suitable blanks that are provided for the purpose 
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Prcnaial and Postnatal Ciuucs.— The midwife should he required 
by law to bring every patient to the .health board’s obstetrical pre-; 
natal clinic for the obstetrician in charge of the district to make a 
prenatal examination and prognosis of pregnancy and labor. The 
noi’iual eases (and these should be only multiparae) are returned to 
the midwife for her care. But the primiparae and the abnormal cases 
should be referred to the hospital for care either on the indoor or 
outdoor service, unless the patient prefers to have a private doctor. 
During the prcnaial period, if the midwife finds abnormal symptoms 
developing she should be required to report to the inspector for 
advice. During Ihe labor period if twenty-four hours pass without 
delivery no matter what the diagnosis of fetal position, the case 
should be reported by the midwife to the inspector. The regulations 
should prohilnt vaginal and rectal examinations. Every woman de- 
livered by a midwife must be brought to a postnatal clinic for dis- 
charge so that the lacerations and malpositions may be diagnosed 
and proper advice given for future treatment. The health commis- 
sioner should have the power (as he does now in the State of New 
York, exclusive of New York City) to revoke the license of a mid- 
wife for infraction of any rule. Such regulations for midwives will 
be a great aid to the community where her work will be safely con- 
ducted for she will no longer be a pariah but a valuable member of 
society. 

SUMMARY 

The standard for admission to the training school should be high 
and nurses should be permitted to take the course if they intend to 
practice maternitj’’ U’ork in public health positions. The practical 
training should consist in attendance at one hundred cases of con- 
finement. The midwife should not be permitted to take primiparous 
women and she should be required to present all cases for a prenatal 
examination so that a proper diagnosis of pregnancy and labor may 
be made by a medical consultant. Vaginal and rectal examinations 
should be prohibited. All women in labor for 24 hours without 
delivery should be considerd as abnormal cases. Consultation 
with a private physician or medical inspector should follow the de- 
liveries conducted by midwives. 

22 East Sixty-eight Street. 


{For discussion, see p. 351.) 



THE TREATMENT OP PELVIC INPECTIONS IN WOMEN^^ 

By E. W.'Holladay, M.D., P.A.O.S., New York, N; Y. 

(From the Department of Gynecotogy, New YorTc University and Bellevue Hospital 

Medical College.) 

S erious attempts to solve tlie problems met with in treating in- 
flammatory conditions in the female pelvis date back only about 
one hundred years. Dnring this time improvements in the treatment 
have been made possible by refinement in instruments and diagnostic 
methods, ability to control hemorrhage and the ' introdnetion of gen- 
eral anesthesia. The greatest advance has come with the nnderstand- 
ing of the pathology of the disease and the study of infections and 
immunity. 

What may be called the modern treatment of these inflammatory 
conditions is dependent on our present knowledge of the behavior of 
infections and immunity. That such knowledge is either not uni- 
versally understood or is not accepted is shown by numerous' articles 
written in the past few years advocating exactly opposite treat- 
ments for the same condition. Every large gynecological service 
constantly has admitted to its wards as patients, women who have 
been mutilated or made invalids for life by ill-advised operations 
performed by men either grossly ignorant or hopelessly dogmatic in 
their ideas. Therefore, it should be our aim to arrive at a safe and 
sane common ground in an endeavor to standardize the treatment of 
these common conditions. 

For the sake of simplicity in discussion and treatment the infec- 
tions will be considered under three headings: 1. Puerperal, includ- 
ing postpartal and postabortal. 2. Nonpuerperal, chief of which is 
the gonorrheal. 3. Tuberculous. This will cover most of the in- 
fectious caused by the organisms usually encountered; namely, the 
gonococcus, streptococcus, staphylococcus aureus and albus and the 
colon and tubercle bacillus. The occasional case having as its etio- 
logical factor an inflamed appendix or diverticulum or a necrotic 
fibroid 01 twisted pedicle tumor is usually properly treated when 
diagnosed. 

Before treatment is instituted a diagnosis of the probable etiology 
should be made. A careful history and a study of the situation and 
character of the local condition will usually reveal this. The puer- 
peral thickening usually involves the parametrium, is hard and blends 
into uterus while the gonorrheal usually involves the tubes, is higher 
up, softer and more discrete. 

Academy ot Medicine^'^Aprif 24 ^^ 921 ?^*°” Obstetrics and Gj-necology, New York 
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PUERPERAL 

Puerperal pelvic infections are primarity wound infections. The 
wounds may be in the vagina, cervix or endometrium. The infection 
having entered by whatever portal, advances more usually by way 
of the lymphatics. Unless the infection is too virulent and rapid, 
an exudate is thrown up by Nature in its attempt to stop the advance. 
Parametritis is therefore a frequent and favorable finding in these 
cases. If the infection starts from an infected endometrium or in- 
fected placental tissue it may spread through the uterine wall giving 
a lymphangitis or metritis. If it reaches the peritoneal surface a 
perimetritis or pelvic peritonitis is set up which may involve ovaries 
and tubes by contiguity. A pelvic exudate may form which may be 
able to stop the advance with spontaneous recovery or localization 
into a pelvic abscess. If the advance is not stopped, the peritonitis 
may become generalized. If the organism is very virulent it may 
advance so rapidU’' that tlic body does not liave time to throw out its 
exudate and we maj’’ get a fulminating peritonitis or a general blood 
stream infection or bacteriemia. Less often the infection may ex- 
tend from thrombi at the placental site along the venous route and 
give rise to a septic thrombo-phlebitis. 

The basis of the modern treatment of puerperal pelvic infections 
is founded on the knowledge that these infections are, for the most 
part, general in character and that recovery is essentially by general 
systemic immunization against the infection. The local inflammatory 
exudate is not destructive in nature but conserving and protective. 
The relative part taken by the local and the general immunizing 
elements we do not know but the fact that some cases with no pal- 
pable local condition do recover would tend to show that in these 
cases immunization was mostly general. 

The usual prophylactic measures which are familiar to all it is 
needless to recall to you. Let the jiatient approach labor in the best 
phj’-sical condition possible and with a sane, confident mental attitude 
toward the labor. Do not allow her ph5'-sical and nervous reserve to 
be used up by a tedious and exhausting labor. At labor carefully 
observe the placenta so that yon may know whether the uterus is 
empty should trouble later develop. 

The real treatment of puerperal pelvic infections resolves itself 
into securing proper drainage and consirnctive, supportive, constitu- 
tional measures that will conserve and increase the immunizing forces 
of the body. 

Drainage is secured by a high Fowler position with the patient 
lying on the abdomen at frequent intervals to prevent the posterior 
cupping of the uterus. Increasing the tone of the uterus further pro- 
motes drainage. The intermittent use of an ice cap over the fundus 
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and uterine tonic of ergot, quinine and stryclinine every four hours 
helps to maintain the tone. This may he preceded by an initial dose 
of pituitrin if the case is seen early and the fundus is very boggy. 

Constitutionally, fresh air and sunshine are priceless measures to 
be employed as in tuberculosis. This cannot be too strongly em- 
phasized. Force water and nourishing liquid diet to the limit of 
assimilation. If there be nausea utilize the rectum. If there be diar- 
rhea use frequent hypodermoclyses. Control excessive temperature 
by sponging and an ice cap ; chills by hot blankets and water bottles. 
Secure rest and sleep by opiates if necessary. Eestlessness, anxiety, 
fear and pain detract greatly, while a cheerful mental attitude is an 
important asset. Do not use irritating cathartics but secure elimina- 
tion by enemata. A cheerful, conscientious nurse is invaluable in 
carrying out these details. 

A patient admitted to the hospital and seen for the first time 
should receive careful observation and study in order to know the 
type and extent of the infection and the resistance of the patient. 
A complete blood count and blood culture are taken. Blood counts 
should be repeated whenever there is any change in the patient so 
that we may know better what is going on. One careful, gentle pelvic 
examination is made at which information as to the entire local con- 
dition is obtained and uterine culture taken if indicated. If there is 
hemorrhage it may be necessary to explore the uterus digitally, and 
if placental tissue is felt to remove it with placental forceps. If this 
is done the interior of the uterus should be swabbed with iodine. 
Iodoform gauze to stimulate contraction may be left in for 24 hours 
if the relaxed condition of the uterus so indicates. Some men would 
similarly explore the uterus whenever a foul endometritis is found. 
In an occasional case, in experienced hands, this might be advised 
but we feel that it is a dangerous tendency and generally practiced, 
more harm than good would be done and more lives lost than saved. 
Most of the worst types of infection seen have had some such manipu- 
lation by the outside doctor before the patient has come into the hos- 
pital. A sharp curet should never be used; to do so is criminal. 

Parametritis or other pelvic exudate is let entirely alone and 
treated conservatively as stated above. The majority of them will 
clear up spontaneously. A small percentage will form an abscess, 
which usually points in the culdesae. This should be opened by pos- 
terior colpotomy but not until pointing is distinct. This is drained 
with rubber tube and iodoform gauze to either side of it or Bovee’s 
parafinestearine gauze may be used. The cavity should not be irri- 
gated and the tube should not be removed too soon. Any exudate 
persisting after the acuteness is past and the temperature has re- 
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mained normal will clear np more quickly by the exhibition of beat 
in the form of bakin" and liot douches followed by glycerine tampons. 

In pelvic peritonitis endeavor by rest and posture to localize the 
condition. If it localizes and goes to abscess formation drain by pos- 
terior colpotomy as above. If it will not localize but is spreading 
to the general peritoneum, posterior incision and drainage may help. 

General peritonitis is a fight between infection and immunity. The 
constitutional supportive treatment aided by hypodermoelyses and 
stimulation may turn the tide. The very virulent, fulminating type 
usually dies no matter what is done. In the less virulent types re- 
sults are about equal whether treated surgically or conservatively. 
The same may be said of septic thrombophlebitis. 

In bacteriemia we have to depend on the immunizing forces of the 
body to overcome the bacteria. Careful nursing and attention to 
detail in the constitutional treatment outlined above, is our main 
reliance. Vaccines do not seem to aid. Some men think that large 
doses of serum of the polyvalent type are of benefit. In severe types 
with low hemoglobin, repeated transfusions as advised by Polak may 
be used with benefit. 


Cii.vuT I. — Admissions 


tear 

TOTAL 

POEHI’EIIAL 

INFECTIONS 

NON-PUEPEILIL 

INFECTIONS 

ABORTIONS 

TOTAL 

MORTALITY 

1.020 

1773 

70 

294 

442 

34 (1.9 per cent) 

1921 

2091 1 

89 

312 

001 

32 (1.5 per cent) 

1922 

2039 

04 

290 

008 

32 (1.5 per cent) 

Total 

5903 1 

223 

890 

1051 

98 (1.0 per cent) 


ClIAUT II. — PUERPEKAI., INCLUDING ALL TyPES OE POST-.t\j?OKTAL AND POST-PAHT.IL 

Infections 


YEAR 

NO. CASES ADMITTED 

DEATHS 

MORTALITY 

1920 

70 

oo 

imIiJ 

31.4 per cent 

1921 

89 

10 

18 ])cr cent 

1922 

04 

12 

18.7 per cent 

Total 

223 

50 

22.8 per cent 


During the jiast three years there have been admitted to the Gyne- 
cological Service in Bellevue Hospital, 223 eases of postabortal and 
postpartal infections. (Chart 1.) This includes all cases of para- 
metritis, pei’itonitis and bacteriemia. A number of cases were mori- 
bund on admission and survived less than twenty-four hours. Of the 
total 223 cases, 23 developed peHic abscesses which were Veated by 
posterior incision and drainage, without mortality. This gives an 
incidence of approximately 10 per cent. Fifty deaths give a total 
mortality of 22.8 per cent. The decrease from 31.4 per cent in 1920 
to 18 per cent for 1921 and 1922 is worthy of note. (Chart II.) We 
think this is due to the fact that the entire statf is greatly interested 
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in these cases and they are studied more carefully and greater at- 
tention is given to the detail of carrying out the hygienic treatment. 

GONORRHEAL 


Gonococcus infection differs from puerperal infection in that it is 
essentially a mucous membrane infection and usually spreads by 
continuity of surface. As the infection reaches the fimbriated ends 
of the tubes, a perimetritis or local pelvic peritonitis is more often 
found, rather than a parametritis. However, in cases of endocer- 
vicitis, there is frequently found a varying amount of cellular in- 
filtration of the utero-saeral ligaments and many cases develop a 
metritis. 

Treatment of these cases will be divided into the acute and chronic 
groups. The subacute type is treated similarly to the acute. 

Acute gonorrheal pelvic infections should never be treated sui’- 
gieally. Absolute rest in bed is the greatest essential. If there is 
evidence of peritoneal involvement the Fowler position should be 
utilized to aid in localizing the conditon. Give a nourishing liquid 
diet and water freely by mouth. Pain is controlled by an ice-cap to 
the abdomen and salicylates and codeine. Cathartics are harmful 
and increase and prolong the symptoms. Mineral oil and small doses 
of milk of magnesia three times a day work well and enemas will 
not often be required. No local treatment is used while the condi- 
tion is acute. It is astonishing how quickly the temperature and pain 
will subside if the treatment is rigidly carried out. Occasionallj’’, we 
encounter a case where the pain and temperature persist. This usu- 
ally means a mixed infection and treatment is prolonged. It is in this 
type of ease that a pelvic abscess sometimes develops, from the, local- 
ization of a pelvic peritonitis. When it is well developed it should 
be opened and drained by posterior colpotomy. Utilization of non- 
specific protein injections in acute cases may be tried. Gellhorn 
reports encouraging results from the use of sterile milk injections in 
acute and subacute cases. 


Conservative treatment is continued until the condition is no longer 
acute and the blood count is normal. When the temperature has re- 
mained normal for one to two weeks and the patient is free of 
symptoms she is given a trial out of bed. As long as she continues 
so she is allowed to slowly resume her duties, being advised regard- 
ing coitus and bowel hygiene. She is instructed to use hot douches 
and is kept under observation. A good percentage will clear up and 
remain so, others will have exacerbations, usually due to failure to 
follow instructions. 


Under chronic gonorrheal infections we include all 
nny residue of pathology after the primary acute attack 


eases ■ having 
has subsided. 
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The amount of pathology in different patients varies widely. There 
may be only an uncomplicated mild salpingitis or there may he ex- 
tensive involvement of the entire pelvic viscera. The symptoms vary 
.]ust as widely. There are all degi'ees from simple sterility to chronic 
invalidism. 

The treatment of the chronic condition will depend on the symp- 
toms, the social condition and the mentality of the patient. Nearly 
every case, after the first attack, is given an opportunity to carry 
on her usual routine. Mild cases with slight pathology who are in 
a position to carry out treatment maj’- never require surgical inter- 
ference. Cases with pronounced pathology or those Avith low men- 
tality who cannot be taught hygienic living or those haAung to work 
hard for a living Avill be treated best by surgery. A verj’’ young 
patient whose fundus is in good position is often allowed to have 
two or three trials of conservative treatment before operation is de- 
cided on. 

Surgical treatment having been decided upon, operation should 
not be done until the postulates as laid down by Simpson liaA’^e been 
fulfilled. He has conclusivelj'’ shown ns that the mortality and mor- 
biditj’- will be materially lessened by following these guides. At this 
stage it is easier to distinguish between healthy and diseased tissue 
and rational conservative surgery can be carried out. Before this Ave 
are handicapped by having friable tissue to deal AA'ith. In conse- 
quence, careful peritonealization is often impossible and adhesions 
form Avhich may give Avorse symptoms than the oidginal disease. 

At the time of operation what is to be done will depend on the- 
pathology found and on the age and social condition of the patient. 
Our aim should be to remoAm the diseased tissue and yet preserve 
ovulation, menstruation and the reproductiAm function. Seldom can 
all these be done. While it is impossible to consider every contingency 
some guiding principles may be offered. 

Possible sources of reinfection in the vagina should be cleared up- 
by cautery or excision before laparotomy is begun. 

A pronounced Trendelenburg position before the abdomen is opened 
makes operation easier, abdominal pads will seldom be required ex- 
cept to catch a doubtful spill and less trauma to the intestines Avill 
result. 

All diseased or Amry doubtful tissue should be removed unless the- 
patient has insisted that she would risk another operation for the 
sake of preserving some organ. 

If only the tubes have to be removed, care should be taken not to- 
interfere with the ovarian circulation. 

If the ovaries are good and both tubes and uterus diseased, a partial 
hysterectomy of the Bell-Beutner type may be done. 
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If both tubes and both ovaries have to be sacrificed then the uterus, 
especially if it has much raw surface, should usually be excised. If 
the cervix is also diseased a complete hysterectomy should be done. 

■Where the uterus and one or both ovaries are left in, a prophylactic 
suspension of the uterus should be performed. 

In very young women a doubtful ovary may be left in for the sake 
of preserving menstruation and internal secretion whereas in a woman 
near the menopause the same type of ovary would be removed. 

Care should be taken, wherever possible, to peritonealize all raw 
surfaces. 

TUBERCULOUS 


Tuberculous involvement of the pelvic organs is most common in 
the tubes as an endosalpingitis or a perisalpingitis, the lesions being 
practically always bilateral. The uterus is next in frequency, espe- 
cially the endometrium which seems rather susceptible to the tubercle 
bacillus. The ovaries are least often involved and are then usually 
secondarily infected from the tubes or peritoneum. 

Pelvic tuberculosis is usually secondary to an infection in some 
other part of the body. The peritoneum is involved in about 60 per 
cent of cases that have tuberculosis of the pelvic organs. The infec- 
tion is usually either a descending one or is hematogenous in origin. 
Many cases are associated with positive chest findings while others 
may have had chest lesions that have since healed so that it would 
appear as if the primary lesion was in the pelvis or the peritoneum. 
R. Peterson in a careful review of 100 cases of pelvic tuberculosis 
found positive chest signs in 25 per cent of the cases. In M of his 
cases in which total ablation was done, the tubes were involved in 
86 per cent, the peritoneum in 66 per cent, the uterus in 50 per cent 
and the ovaries in 43 per cent. 

The diagnosis of tuberculosis of the pelvis, uncomplicated, is not 
generally made before operation as the symptomatology is not unlike 
that of chronic adnexal disease of gonorrheal origin. If there is a 
tuberculous lesion elsewhere in the body or the patient is an un- 
doubted virgin with intact hymen and has pelvic symptoms and ad- 
nexal pathology we would suspect the tuberculous nature of this 
pathology. Where the tuberculosis of the pelvis is associated with 
tuberculous peritonitis the diagnosis is not so hazardous. In this 
latter condition, however, we must differentiate between tuberculosis 
and malignancy. Many cases are first diagnosed or suspected at 
operation but the report from a careful laboratory study of specimen 
removed should be accepted as to the positive tuberculous origin of 
■the disease. 


Treatment; If a tuberculous 
pected a careful examination of 


pelvic infection is diagnosed or sus- 
the patient should be made to ascer- 
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tain wlictlicr tlici’c is any otlicr lesion in tlie body. If so, consider 
the relative bearing of the lesions on the symptoms. Will the other 
lesion be made worse if the pehde condition is treated surgically? 
General miliary or advanced pulmonary tuberculosis will certainly 
be made Avorse by opei^ation. The hygienic treatment of rest, food, 
fresh air and sunshine Avill benefit and should be used in all cases 
Avliether it is the only treatment or a trial treatment Avhile the patient 
is under observation or a convalescent treatment of a patient Avho 
has been treated surgically. In a ease associated Avith tuberculous 
peritonitis, hygienic treatment may be tried as long as there is im- 
provement as a fair proportion of these will subside spontaneously. 
Early cases Avith ascites deserve such a trial. If pressure becomes 
embarrassing, paracentesis, though it has a slight clement of danger 
to an adherent gut, may be tried, c.spccially if the general condition 
contraindicates an exploratory laparotomy. The routine treatment 
of opening and letting in the sunshine Avliile still used has not the 
undisputed Amgue it formerly had. 

When operation is deemed advisable either originally or after con- 
servative and hygienic treatment has been tried and justifiable symp- 
toms persist it is done as in any other chronic pelAue infection except 
that Ave are inclined to be more radical and not leave any focus of 
infection. As the uterus is involved in 50 per cent of cases, hys- 
terectomj’’ is done in a larger percentage of cases than in chronic 
gonorrheal infections. Bilateral salpingectomy is practicall}’’ ahvays 
indicated and the doubtful ovaries cannot be spared. Intestinal in- 
Amlvcment is best let alone, as the majority of cases improA’^e after 
the pehde disease is remoA'ed. Any injury to tlie intestines during 
operation is A’^ery likely to cause fecal fistula Avhich usually resists 
eA’’ery effort to cure. For the same reason a di*ain should never be 
inserted if it can possibly be aAmided. 


Chart III 
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In the past three years 896 cases of nonpuerperal pelvic infection, 
have been treated on the Bellevue Gynecological SerAuee. Of this 
number approximately two-thirds were chronic infections. A total. 
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o£ 311 eases, mostly chromic, were subjected to operation after they 
were found to meet the conditions stated above. This gives an opera- 
tive incidence of about 50 per cent in the chronic cases. With seven 
deaths there was an operative mortality of 2.2 per cent. Total ab- 
lation was done in 100 cases. Ovulation was preserved in 195 cases. 
One hundred seventy-nine (57 per cent) had ovulation and menstrua- 
tion preserved, while a good percentage of these will be able to beai 
children. Endeavor was made to remove or repair all pathology 
giving symptoms. So it will be seen that plastic repair was done 
on 54 patients and 83 had a modified Sturmdorf amputation of the 
cervix. Patients having sjnnptoms caused only by endocervicitis sel- 
dom require operation. Most of these can be cured by treatment 
with the electric cautery in the manner advocated by Dr. Holden. 
Some form of suspension was used in 156 (80 per cent) of the 195 
eases having the uterus preserved. Appendectomy, most frequently 
prophylactic, was performed 156 times. The decrease in the mor- 
tality from 3' per cent in 1920 to 1.03 per cent in 1922 we believe is 
due to the realization and practice of the principles of treatment out- 
lined in this paper. 


CONCLUSIONS 


1. In treating puerperal pelvic infections our aim should be to 
secure proper drainage and to utilize all measures that will increase 
the general immunity of the body against the infection. 

2. Surgery is limited to the control of hemorrhage and the evacua- 
tion of pus in frankly developed abscesses. 

3. In acute nonpuerperal infections we should employ rest, posture 
and hygienic treatment to localize the infection and increase the 
general immunity against it. 

4. Chronic infections that continue to produce sufficient symptoms 
should receive operative treatment. 

5. Operation should not be done until all evidence of ■ the acute 
disease has disappeared. 

6. At operation, in our endeavor to cure the patient, we remove or 
repair all pathological tissue preserving, if possible, all the normal 
functions of the body. 
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PELVIC INPLAMLIATIONS, THEIR. ETIOLOGY AND 

PATHOLOGY''^ 

By’ Isidor Kross, M.D., New York 

Adjunct Gynecologist. Mt. Sinai Hospital 

I N a general discussion of the etiology of pelvic inflammations, it 
is advisable to begin with a brief account of the bacterial flora that 
are normally found in the genital tract. This will help in explaining 
those rare instances of autoinfeetion that occur even under the most 
ideal of aseptic conditions. Investigations of the genital tract in the 
fetus have failed to show the presence of bacteria. Vahle^ found that 
the vagina in the newborn was sterile during the first twenty-four 
hours of life, but that on and after the third day, he could always 
isolate strains of staphylococci and of streptococci. Stroganoff" has 
found bacteria on several occasions during the first few hours after 
the birth of the infant, and in a few rare cases, he has been able 
to demonstrate bacteria during the actual delivery of the infant. 
These latter instances consisted of breech deliveries. Other investi- 
gators have corroborated these bacteriological findings. 

In the vagina of the adult, however, we are far from finding the 
same unanimity of opinion. EYoenig® has been unable to find any 
pathogenic microorganisms, excluding the gonococci, in the adult 
vagina. Walthard^ made an intensive antepartum and postpartum 
bacteriological study of the genital tract in one hundred women. 
This investigator divides the tract into an upper noninfected por- 
tion consisting of the tubes, uterus and upper cervical canal, and 
into a lower infected portion consisting of vestibule, vagina and 
lower cervical canal. He has been able to isolate streptococci, staphy- 
lococci, bacillus eoli communis and gonococci in the vaginal discharges. 
In twenty-seven per cent of his cases, he has been able to isolate the 
streptococcus. It is very important, however, to note that in testing 
out this organism, he found that it had lost its virulence. Inoculation 
of this strain into healthy animals gave negative results. Where, 

•Read at a meeting of the Section on Obstetrics and Gynecologj' at the Academy 
of Medicine, April 24, 1923. 
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however, the vitality and resistance of tlie experimental animal were 
lowered either locally or generally, the inoculation of this same strain 
resulted in the production of abscesses, and in this manner the micro- 
organisms regained all their former virulence. Burkhardt and Doe- 
derlein® found streptococci in the vagina of four and of four and 
one-tenths per cent of their cases respectively. Bumm and Sigwart® 
found them in as many as seventy-four per cent of their patients. 
‘Williams’’ in one group found twenty per cent of streptococci, and 
in a later investigation did not find any streptococci at all. He ex- 
plained these apparently inconsistent findings by a difference in 
the technic employed in the two series of cases, and proved to his 
satisfaction that in the positive instances, the organism had been 
introduced from the external tissues by means of the speculum. 

As far as the uterus is concerned, all investigators are in accord 
that the healthy nongravid uterus is free from bacterial contamina- 
tion. The puerperal uterus, however, again brings us on disputed 
ground. In a study of fifty normal patients in Williams’ clinic, 
Little® obtained the following results; Cultures taken immediately 
after the delivery of the placenta were found to be sterile in ninety- 
six per cent. Cultures taken on the third day postpartum were 
sterile in eighty-five per cent. Those taken on the ninth day were 
sterile in only seventy per cent. Stolz, Schieb, et al.,® found strep- 
tococci in thirty and thirty-eight per cent of their normal patients. 
The findings of Poulerton and Bonney^® on the other hand were 
entirely negative along these lines. 

In considering the problem of the diseased genital tract, it is neces- 
sary to study not only a large number of cases, but it is also essen- 
tial to investigate the material of more than one clinic. The type of 
patient in one institution will often vary so very markedly from 
that in another, that a statistical study, especially of the etiological 
factors, wiU frequently show marked differences both in the type and 
degree of infection. Another factor towards which attention should 
be directed, is the frequent occurrence of sterile accumulations of pus 
making it impossible, from a bacteriological poiont of view, to de- 
termine the original infecting organism. Wertheim^^ in one hundred 
and sixteen cases of pus tubes, found sterile pus in seventy-two. 
Martin’' had sixty-three sterile cases in one hundred and nine pus 
tubes. Liepmann’® found aerobic microorganisms in only thirty-two 
per cent of his patients. In a series of four hundred and ninety-one 
patients admitted to the Mount Sinai Hospital for nonpuerperal pelvic 
infections, bacteriological study showed the following pathogenic 
bacteria: Gonococci, 6 per cent; streptococci, 9^^ per cent; staphy- 
lococci, 3 per cent; tubercle bacilli, 5 J /2 per cent; other bacteria 3 

per cent. Figures taken from four other clinics give the followins 
statistics. ■ ® 
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The variations in the figures can be explained first, by the differ- 
ences in the types of patients, and secondlj’’ by the time of operation. 
It is 'well known tliat bacteria can be much more readily isolated 
from tissues and from pus obtained early in the course of inflamma- 
tion. In the order of their frequency, we can say that the most im- 
portant bacterial organisms found as etiological factors arc the gono- 
cocci, the streptococcus and staphjdoeoccus group, and the tubercle 
bacilli. 

The duration of the life and hence of the virulence of the organism 
is of great practical importance insofar as the time of operation and 
the type of operation are concerned. The work of Curtis^'* is ex- 
tremely valuable, especially along tbese lines. He showed that the 
gonococcus cannot as a rule be isoloated from the tubes two weeks 
or more after the cessation of fever and after the disappearance of 
the leucocytosis. The streptococcus, however, lie found could be 
isolated in its virulent form months and in some instances years 
after all clinical evidence of infection had disappeared. The tubercle 
bacillus is of course always to be considered as a source of con- 
stant danger. The method of treatment, therefore, must be decided 
upon both regarding time and type by a due consideration of the 


organism invoHed. 

Before describing the pathological changes, it is advisable to saA 
a few Avords regarding the paths of infection that the various oi’- 
ganisms generally select. This is especially important because,^ al- 
though the bacteria in most cases select a path that is characteristic 
for that type, the changes proper are due not so much to the micro- 
organism as they are to the tissues involved. It is this Avhieh makes 
it impossible in a small minorty of instances to recognize the type of 
bacterium responsible for the inflammatory changes. In most cases, 
hoAvever, one can readily tell from the nature of the pathological 
changes both macroscopically and microscopically, what the causa- 


tive factor is. 


The most common path of infection is that taken by the gonococcus. 
This consists of a direct passage along the mucous membrane of the 
genital tract beginning from below and ascending through the cer 
vix, uterus, tubes and peritoneum. In this type the changes a,ie 
found most marked along the mucous membrane of the oigans in 
volved. Here we have as characteristic changes endoeeiwieitis, en- 
dometritis and endosalpingitis. The next most common path is that 
taken by the streptococcus group. Here the organism travels not 
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only along the mncons membrane but also tbrongb tbe lymphatic 
system and as a result the changes are found to be much deeper and 
to consist mostly of inflammation of the wall proper of the organ in- 
volved. The third or hematogenous path is occasionally taken by 
the streptococcus group in pyemic cases where the pelvis may become 
the site of a metastatic process. It is much more usually taken by • 
the tubercle bacillus. The fourth or descending path is that which 
occurs when the infection travels from the abdominal cavity down- 
wards through the tube. The most common instances are the spread 
of inflammation from a diseased appendix to the right adnexa and 
the development of adnexal tuberculosis from a tuberculous peritonitis. 
In this method the changes are mostly perisalpingeal and periuterine. 

Macroscopic Findings . — In the acute stage the tube is hyperemic 
and thickened. The thickening will be found to occur more in the 
serosa or in the mucosa depending upon the path that the infection 
has pursued. When the tubes are open, the fimbria are seen red, 
erect and edematous. The tubal contents may be serous, sanguineous, 
caseous or purulent. The fimbriated extremity is often found closed 
with a resulting formation of a hydrosalpinx, pyosalpinx, etc. Dis- 
crete nodules are occasionally met with in the isthmic portion of the 
fallopian tube. These structures are formed by localized hyperplasia 
of the endosalpigium, the so-called salpingitis nodosa, or by small 
intramural abscesses. The peritoneal surface will in some instances 
of tuberculosis present small pin head sized grayish yellow opaque 
tubercles that are slightly elevated above the surface of the peri- 
toneum. 

The adhesions present rather distinct clinical characteristics. ‘ In 
the gonorrheal infections, they can be very readily separated by 
finger or by blunt dissection. Where sharp dissection is required, 
it is generally to be found that the gonorrheal infection had been 
complicated by some other pyogenic organism. In the tuberculous 
and in the pyogenic infections, the adhesions are very much different. 
They are dense, firm and more extensive. In their separation sharp 
cutting, dissection is required. The intestines, adnexa and uterus 
are often firmly matted togethei’, and in the process of separation, 
periovarian and periuterine abscesses are not infrequently opened. 
Where the process has lasted for some time, it frequently is noted 
that the inflamed tube and ovary had fused, and that the adjacent 
surfaces had become absorbed with the resulting formation of a single 
tuboovarian cyst or abscess depending upon the nature of the en- 
closed fluid. 

Microscopic According to Schridde,^^ in very early cases 

of gonorrhea, the tubal inflammation begins as an endosalpingitis 
The mucosa is hyperemic and there is definite desquamation of the 
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epithelium. The tubal secretion contains polynuclear leucocytes and 
some lymphocytes and a few pla.sma cells. Gonococci can be demon- 
strated iji the epithelium. In tlic later stages, the tubal folds are 
bj'pcremic, thickened and denselj' infiltrated with lymphocytes and 
plasma colls. 'Whcji the desquamated areas of epithelium in the tubal 
folds come in contact with other desquamated areas, agglutination 
occurs and subsequently firm intratubal adhesions. As a result of the 
infiammatory stimulus, the epithelium at times proliferates profusely. 
When the edema recedes, the agglutination of the folds persists and 
in this way glandlike spaces and pockets arc formed, producing a 
sort of tubal labyrinth. Schridde emphasizes the presence of the 
plasma cell not only in the tubal sccrctioji but also in the wall of 
the tube proper. 

This same author dilTcrcntiatcs histologically, the gonorrheal tube 
from the streptococcus one. ITc describes two varieties of the latter. 
(1) Endosalpingitis purulenta where the tubal secretion contains pus 
rich in leucocytes and poor in lymphocytes and in plasma cells. Strep- 
tococci are found in the pus and not in the epithelium. The lymph 
vessels are free. (2) Lymphangitis purulenta. In this type the lymph 
vessels are filled with pus and contain streptococci. Fi'om these in- 
fected spaces, mural abscesses develop. Schridde also claims that 
agglutination of the epithelial folds is the exception in streptococcus 
salpingitis. Other pathologists maintain that histologically, there 
are no dilTcrontiating factors between the gonorrheal tube and the 
streptococcus tube. They claim that plasma cells, epithelial desqua- 
mation, and agglutination of the tubal folds do occur in these tubes 
just as they do in the gonorrlieal tubes. In respect to these differ- 
ences of opinion, Wolff'® wisely emphasizes the importance that the 
path taken by the infection bears to the histological picture. In 
passing, I wish to call attention to the fact tliat, wliere the inflamma- 
tory processes have been of mild character, it is possible for a com- 
plete restitution to the normal to occur. 

Oophoritis is usually part of a generalized pelvic inflammation, 
and has the same etiological factors bearing upon it. In rare in- 
stances, inflammation of the ovaiy may occur as an isolated pelvic 
condition, complicating pyemia or one of the acute infectious dis- 
eases — especially mumps. In these cases, the infection is a hemato- 
genous one. 

The appearance of an inflamed OAmry depends entirely upon what 
portion of the organ is involved. The inflammation may be almost 
eompletely periovarian in nature. In this ease, the ovaiy will be 
adherent to the neighboring structures and the adhesions will have 
the same characteristics as those of the tube, depending upon the 
variety of infection present. During the separation of the adhesions, 
small periovarian abscesses may be opened. Where the inner portion 
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is involved, the changes will he much more marked in the interior of 
the organ. The ovary will he soft, edematous and enlarged as a result 
of the hyperemic and exudative processes. The latter may be serous 
or purulent in character. When purulent, the ovary will be found 
to be the seat of an abscess. -The course of an ovarian abscess is, in 
a way, similar to that occurring in the tube. It may become fused 
with the tube and form a tuboovarian abscess. It may perforate into 
the peritoneal cavity and produce general peritonitis. It may rupture 
into the vagina or rectum and empty itself in this manner. In other 
instances, it may produce septicemia with all the characteristics of 
that disease. In others, the abscess may became sterile and quiescent. 

The tuberculous ovary does not differ materially in its pathological 
changes or in its course from a tuberculous tube of which it is gen- 
erally an accompaniment. 

There is another variety of pelvic inflammation that can be placed 
under the generic term of pelvic cellulitis. This consists of an in- 
flammation of the connective tissue of the pelvis. The point of entry 
of the offending organism, which is in most cases the streptococcus, 
is usually a cervical laceration that is produced by instrumentation 
or by injuries following normal labor or interrupted pregnancy. The 
lymph spaces are invaded and the inflammation spreads through the 
lymphatics into the adjacent cellular tissue. The degree of involve- 
ment varies from a small localized unilateral inflammation to one that 
Alls the entire pelvis. The conformation that is assumed by the in- 
flammatory process depends upon the location of the inflammation and 
upon its extent. The pathological changes are the same here as they 
are in any other type of cellulitis. The tissues are extremely hyperemic 
and are infiltrated with round cells and with serous exudate. There 
is also a fibrinous exudate that gives to the tumefaction its typical 
hardness. Hardness and immobility characterize this type of inflam- 
mation. 

The course pursued by the inflammation may lead to three different 
outcomes. The exudate even in extensive cases may undergo complete 
absorption and leave absolutely no trace. It may become almost com- 
pletely resolved but leave a distinct scar in the pelvis, that results 
in a posterior parametritis, lateral parametritis, etc., depending upon 
the site of the original trouble. A third outcome is that in which the 
mass breaks down, usually in its very center, and is converted into 
an abscess. The abscess may be only the size of a walnut surrounded 
by a thick layer of exudate many times the diameter of the abscess, 
or the entire mass of exudate may be, converted into one large abscess! 
The place of softening or in other words, that portion of the exudate 
which is first to undergo suppuration, bears an important relation to 
the method of treatment and determines whether the abscess is to be 
opened per vaginam or extraperitoneally above Poupart’s Hgament 
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When the cellulitis is not a distinct entity, hut is part of a gener- 
alized pelvic peritonitis or salpingitis, the ultimate outcome will de- 
pend not so much upon the cellulitis itself as it will upon the more 
important accompanying inflammation that may require treatment 
after the pelvic cellulitis itself had subsided . 


CONCLUSIONS 

In the order of their frequency, the organisms most commonly re- 
sponsible for pelvic infections, are the gonococcus, streptococcus and 
staphylococcus, and tubercle bacillus. 

The gonococcus lives but a very short time after the infection has 
become clinically arrested. The streptococcus, on the other hand, per- 
sists in its vitality for a considerable time after the clinical arrest of 
the inflammation. 

The macroscopic picture, as represented on the operating table, al- 
lows a diagnosis to be made fairly readily in most instances. 
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THE UTILITY OF DIGITAL DILATATION OP THE CERVIX^ 

By Paul T. Harper, M.D., F.A.C.S., Albany, N. Y. 

C hoice of the above subject is prompted by a desire. to present the 
peculiar advantages of digital dilatation in induction of labor and 
its early progress. It is, therefore, a first-stage procedure that is being 
considered ; and the discussion has nothing to do with digital or manual 
dilatation practiced on the incompletely dilated but dilatable cervix pre- 
liminary to operative advance. 

At the outset it is insisted that its field is limited, and that what fol- 
lows is not written in advocacy of digital dilatation in uncomplicated 
cases as a means of instituting labor or of making its advance more 
rapid. 

Cases in which haste in delivery is imperative or is at least highly 
desirable, are fairly common and practically all of them are met in 
advancing toxemia. Rarely the indications arise in accidental hemor- 
rhage and still less often when a “heart” gives promise of bearing the 
strain of unassisted labor poorly. Emergencies of the kind are not new 
and accouchement force occupies a place in literature as a method of 
meeting them. 

But extensive traumatisms were done to cervix apd lower segment by 
Bossi dilators and by little less efficient fingers, and a procedure, the 
purpose of which was promising, fell into disrepute because of unfor- 
tunate accidents attendant upon carrying out dilatation that was forc- 
ible. 

Use of the hydrostatic dilator makes forcible dilatation impossible 
because it depends for its efficiency upon contractions of the uterine 
musculature that are intermittent ; but, for the latter reason, its action 
is relatively slow. Further, contractions depend upon presence of the 
dilator in position and, accordingly, progressively larger dilators may 
have to be inserted if maximum progress in dilatation is secured. It is 
in cervices in which the internal os has undergone little obliteration that 
these effects are most pronounced and, unfortunately, it is in just such 
cases that maximum speed in dilatation is often desirable. 

The foregoing are definite limitations of the hydrostatic dilator. There 
is one actual disadvantage attendant upon use of the “bag” and it is 
met when introduction is followed by maintenance of general uterine 
tone. ^ Cervix and lower segment are especially affected by the foreign 
body in firm contact with them, and progressive- dilatation is retarded 
until in creased muscle tone has passed off. It is true that such uterine 

•Read at a meeting of the New York Obstetrical Society, May 8. 1923. 
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overaction can on occasion be relieved by use of narcotics and anesthetics 
bnt it is apparent that the incidental delay is most undesirable in cases 
where speedy termination of pregnancy and labor are the ends in view. 

The essential advantage in digital dilatation is more or less perfect 
control over advance that it offers. The latter begins when the operator 
chooses to have it, whereas, in hydrostatic dilatation, it is deferred in the 
presence of cervical tone and, when once started, is rapid or slow as the 
musculature responds with efficient or inefficient contractions. The 
dangers are the familiar ones of forcible dilatation and laceration. 

All tone can be removed, dilatation facilitated, and the dangers of 
laceration reduced to the minimum if the precaution is taken to secure 
complete muscular relaxation before any attempt at dilatation is made. 
Relaxation of the kind begins in from 12 to 15 minutes after continuous 
administration of ether to the surgical degree is begun; it is complete in 
20 minutes. At the latter time beginning pupillary dilatation can be 
detected and the cervix is found to present a surprising degree of dila- 
tability. Within limits that thiclcness and inherent firmness of the cer- 
vix impose, the extent to which dilatation can be carried is determined 
only by strength of the operator’s fingers and by the necessity for haste. 

All that is required is dilatation sufficient to admit one finger and tip 
of a second, when progressive advance after the manner of Harris is 
possible. The procedure ean be practiced in a cervix that is dilated suf- 
ficiently to admit a No. 2 Voox'hees’ Bag; and it is immaterial Avhether 
such preliminary dilatation has occurred spontaneously or has been 
brought about by use of a Goodell dilator. 

With the Edgar method, where dilatation is begun bj'^ branched 
dilators and completed by the powerful tips of the first two fingers of 
both hands, the writer has had no experience. The procedure seems less 
physiological than the one earlier mentioned if for no other reason than 
because it attempts dilatation of internal and external os at the same 
time. 

With proper sterilization of the outlet and with portion of the gloved 
hand coming in contact with the patient protected by a wet bichloride 
or lysol towel, the dangers of infection are no greater than arise from 
introduction of a hydrostatic dilator. They are even less in digital dila- 
tation because time consumed in the business of dilatation is shortened. 

Reasons for increased efficiency of digital over hydrostatic dilatation 
appear when “shape” of each dilating agent is compared with that of 
the dilating cervix. In the physiological mechanism of dilatation of the 
primiparous cervix, the canal loses its fusiform shape and becomes 
conical with beginning obliteration of the intcimal os. As the latter 
process continues, the “cone” with base uppermost becomes progres- 
sively broader and lower until, when complete obliteration is attained, 
apex is in relation with base and external os is in contact with present- 
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ing part. Forces bringing tliis about are outward and upward pull of 
the longitudinal uterine muscle fibers and downward and outward push 
of the intact bag of waters ; and of the two the former is the more im- 
portant because, by itself, it can accomplish dilatation when dilating 
efficiency of the bag of waters is lost through premature rupture. 

Shape of the conical, hydrostatic dilator being fixed, there is no ac- 
commodation to changing shape of the dilating cervix; and the bag is 
forced doAvnward and outward in an attempt at obliteration of the in- 
ternal os and dilatation of the external at the same time. The mechan- 
ism is non-physiological ; it is by so much inefficient ; and it is thought 
to account for the fact that expulsion of a No. 2 Voorhees Bag for 
instance is rarely followed by continuation of contractions and spon- 
taneous progress toward full dilatation. 

On the other hand, tips of the dilating fingers separate after having 
passed through the external os and the dilating force they exert is di- 
rected laterally and primarily against internal os and lower segment. 
In this waj^ the physiological mechanism of dilatation is simulated and 
satisfactory results are accomplished for this reason. Were the lower 
segment thin and the external os dilated sufficiently to admit two or 
more fingers, progress up to the point of full dilatation may be rela- 
tively rapid, the finger tips making possible the application of an effi- 
cient, centrifugal force to rim of the cervix. 

There is less occasion for digital dilatation of the multiparous cervix 
for the reasons that spontaneous dilatation is more rapid in the first 
place and the hydrostatic dilator is a highly efficient means' of artificial 
dilatation in the second. In multiparae, thinning-out of lower segment 
and dilatation of internal os and external os not infrequently take place 
at the same time; and to this variation from the purely physiological 
mechanism of dilatation the hydrostatic dilator is ideally suited. 

Not the least advantageous feature of digital dilatation is the fact 
that facilities for practicing it are always available. 

The types of cases in which digital dilatation promises most are pre- 
eclamptic toxemia and eclampsia in primiparae at or near term. Digital 
dilatation undei deep ether anesthesia makes possible a high percentage 
of uneventful deliveries within minutes after the operation is begun; 
and the slightlj' increased hazards of anesthesia are believed to be more 
than compensated for by lowered fetal and maternal morbidity and mor- 
tality that more or less immediate delivery promises. In cases of the 
kind met about the seventh month, properly conducted digital dilatation 
can almost invariabty be carried to a point where immediate vaginal 
section can be practiced. 


Digital dilatation after the manner described is urged as a late first- 
stage procedure in spontaneous and otherwise uncomplicated premature 
labor when membranes rupture, in the presence of strong contractions. 
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before full dilatation. Here the compressible bead bears the strain of 
complete dilatation poorly ; and a short, uneventful second stage almost 
invariably follows complete digital dilatation. 

In summarizing what has preceded it may be claimed for digital dila- 
tation under complete ether anesthesia that it institutes and shortens 
labor in a class of eases where speedy termination of pregnancy is ad- 
vantageous both to mother and to child, and that it accomplishes vaginal 
delivery with minimum risks of cervical and lower segment laceration. 
With such advantages possible, it is insisted the relatively slight dangers 
of infection and of untoward effect of the anesthetic may be unhesitat- 
ingly assumed. 

289 State Street. {For discussion, see p. 364.) 


URINARY SYMPTOMS IN WOMEN DUE TO URETHRAL 
PATHOLOGY ONLY'^ 

By Ajobert M. Judd, M.D., P.A.C.S., Brooklyn, New York 

OINCE the author’s attention, through his interest in vaginal pal- 
^ pation of the ureters, has been drawn to the symptom-complex 
of the urinary organs in women, he has been impressed by the 
numerous cases where the sj’’mptoms present might indicate bladder 
pathology but where no indications of such could be found. Neither 
could a study of the kidneys and ureters explain or clarify the case. 
In numerous cases of this type there has been some difficulty in in- 
troducing the cystoscope so that an instrument of smaller caliber than 
the usual size 26 had to be used. 

In the usual study of these conditions, the cystoscopist has, it 
seems to the author, in the female considered the urethra only as a 
canal through which an instrument could be passed into the bladder. 

In reviewing the literature on the subject, we find also a strange 
silence and poverty of thought, which in itself makes one pause. 
Many books on gynecology do not even mention stricture of the fe- 
male urethra, or dismiss it with only a few words. 

Careful study of his cases in the office has led the author to 
investigate, with the result that it is found that we have prac- 
tically all the pathology presenting in the female urethra which 
may be found in the male. We have the same narrowing of the 
meatus, either congenital or acquired through injury of instrumenta- 
tion or delivery, which, upon the advent of any type of infection takes 
on a new significance. This infection may be from a gonococcal in- 
vader, or from the even more common practice among women of 
wiping themselves from behind forward after urination, with resultant 


'Read at a mcotlnB of the New York Obstetrical Society, May 8, 1923. 
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infectioD from one or more of the various bacteria normally inhabiting 
the vagina. Any of these types of infection may terminate in what 
the author has been led, through the collaboration of Doctor Lederer,. 
pathologist at the Jewish Hospital, to call a desquamative urethritis. 
There is a white urethral discharge containing various bacteria, pus 
cells and epithelium, with a strawbei’ry-like urethral mucous mem- 
brane, as seen through the endoscope, and a thickened and tender 
urethra on palpation. This in itself may result in stricture formation 
from superficial erosions, or frequently an infiltrate around the urethra 
itself. There may be areas with only the urethra invaded, which can 
be detected by the localized tenderness and thickening on palpation, 
or the pathologic process may extend throughout the entire length of 
the urethra. I do not yet know which type of infection is most apt to 
result in the infiltrate. The gonococcal variety of infection is at 
times seen when active, but, in the writer’s experience, has been more 
frequently seen when subacute or chronic. Often there is an invasion 
of the surrounding tissue by a soft infiltrate, easily palpable and ten- 
der, with a granular condition of the mucous membrane of the urethra 
as seen through the endoscope. 

The final result of any type of infection of the urethra, when local- 
ized to any portion of the urethra, is apt to be stricture formation, 
easily detected by the use of bougies. 

None of the books published show the proper method of palpation 
and stripping of the urethra when searching for discharge. It can 
only be done by using the forefinger of either hand upon that extent 
of the urethra which lies above the symphysis, changing to the thumb 
when the symphysis is reached; supporting the hand by pressing the 
finger which has been used in stripping the upper urethra against the 
back of the symphysis and advancing the thumb from this point down- 
ward until the discharge appears at the meatus. At the same time 
the forearm is supported by resting the elbow upon your knee or 
thigh. If the finger alone is used, it will, ninety-nine times out of 
a hundred, slip, and the findings, or rather lack of findings, will de- 
ceive the examiner. 

The same causative factors apply to chronic infections resulting in 
pathology in Skene’s glands, or the third gland, described by the 
author in a former article, as located on the roof of the urethra near 
the meatus. Destruction of these glands with the actual cautery is 
found bj'- the author to give the best results; and it is done by the 
introduction of a very small electric copper point, from above down- 
ward; in the case of Skene’s glands, protecting the posterior vaginal 
wall from injury by previously placing a Sims speculum in the 
vagina, (the patient being m the dorsal position) and when the 
heated cautery point breaks through it will be caught by the speculum 
and not the posterior vaginal wall. 
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Why it is that the treatment of conditions in the urethra of the 
female, of which he has spoken, has been so neglected by medical men, 
the author himself among others, is absolutely unexplainable to the 
writer in the light of his present knowledge. The same conditions 
apply here as in the male, therefore, why not the same methods of 
treatment ? For the granular urethritis we must apply a two per cent 
solution of silver nitrate directly to the parts invaded, through the 
endoscope. This cannot be done properly by the means of a syringe 
or medicine dropper. The technic is easily acquired. For the in- 
filtrate the author advises the passage of a sound once in seven or 
ten days, with massage over the sound. And for the stricture, if very 



narrow and hard, cutting with a long, narrow bistoury, or the use 
of an urethrotome and subsequent dilatation by sounds, or, if larger, 
the use of sounds as in the male. 

The treatment of acute gonorrheal infections of the urethra in the 
female has never been properly attempted. The author, in his first 
attempts to improve his technic, used the old Valentine irrigator with 
a ver}’ blunt nozzle; first washing out the urethra the same as in the 
male, then overcoming by means of pressure against the meatus 
and a proper height to the reservoir, the cut-off muscle, allowing the 
solution to flow into the bladder, being retained for a short time and 
then being discharged; the same as recommended for acute gonorrhea 
in the male. The author found that in certain types of cases this 
would be unsuccessful because of his inability to overcome the cut- 
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off muscle. In tliose cases lie first used tlie instrument here presented 
(Fig. 1) ivitli tfie 'Wheeler nozzle attached to a Janet syringe. Find- 
ing that this caused considerable pain he later added the end of a 
small catheter which reaches a short distance within the urethra and 
does away with the extreme amount of pressure necessary where 
the only obstruction to the outlet is through the meatus. This has 
worked exceedingly well and painlessly. The author is having some 
of these types of instruments made in both metal and rubber. 

The solutions are the ordinary ones recommended by the genito- 
urinary surgeons. The one which is at present giving the greatest 
satisfaction to the author is acriflavine, 1:6000 to 1:4000. He has 
used mercurochrome and various other preparations. This is his 
routine at the present time, together with local endoscopic treatment. 

The development of the technic requires considerable patience and 
one will have some failures in the beginning, but persistence will re- 
ward the one who gives it a thorough trial, with much satisfaction 
and appreciation over the ordinary methods. 

This is an entirely new departure in the line of treatment of 
gonorrhea in the female. It is no improvement over the methods 
carried out by prominent genitourinary specialists in the treatment 
of this condition in the male; but perhaps it is at least as good as 
and better than the methods previously carried out in the treatment 
of gonorrhea in the female. 

No. 375 Grand Avenue. 
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MANUAL EXTRACTION OP THE PLACENTA^ 


By Thos. R. Goethals, M.D., Boston, Mass. 

(From the Department of Obstetrics, Harvard Medical School). 

TV yl" ANUAL removal of the retained or adherent placenta from the 
uterine cavity follo'wing pehdc delivery is reckoned among the 
most dangerous operations in obstetrics. This opinion is held be- 
cause of the two principal dangers to which the patient is subjected-. 
(1) Hemorrhage, which may occur before, dui-ing, or after the pro- 
cedure; and (2) Infection, due to the implantation of bacteria from 
the vulva or lower vagina upon the placental site. 

American and English obstetric literature yield little on which to 
base a quantitative opinion regarding the exact extent of these dan- 
gers. Among the few who make statements with reference to the mor- 
bidity and mortality of the operation, we find B. C. Hirst,^ who says 
that adhesion of the placenta occurs once in 312 eases; that it is 
rarely complete; that it usually occurs in women who have had en- 
dometritis; and that it is often a consequence of syphilis. Many 
women, he says, die of hemorrhage, and about 7 per cent of sepsis. 
Polak,® in a paper on the management of the placental stage of labor, 
states that 10 per cent of cases with adherent placenta removed man- 
ually die of sepsis; that invasion of the uterus postpartum per vagi- 
nam is dangerous, and that in such cases, if the placenta is not found 
presenting at the external os, delivery should be completed by supra- 
pubic extraperitoneal hysterotomy, with excision of the placental 
site or, if necessary, hysterectomy. In London, Boui-ne,® in a recent 
review of sepsis in the Queen Charlotte Hospital, found that of 154 
cases of manual removal of the placenta, 54, or 35 per cent, de- 
veloped some form of uterine sepsis. 

The subject is much more widely discussed in the German litera- 
ture. Bumm* in 1909 attributes a 10 per cent mortality to the oper- 
ation of manual extraction. Zangemeister,® (Doederlein’s Handb. d. 
Geburtshuelfe), in 1917 gives figures from various sources, regarding 
incidence and results of the operation. Rogoff® in 1912, reporting 
the eases from the Imperial Moscow Maternity, not onl}’’ tabulated 
his own figures, but also published those of other Russian and sev- 
eral German observers. The figures are shown in Table I. 

Prom such statistics it is evident that manual extraction carries 
with it a considerable morbidity and mortality. Rogoff’s figures are 
the best, and in a discussion of his corrected percentages he states 

•Read before the Boston Obstetrical Society, February 27, 1923. 
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Table I 



1 TOTAL 
CASES 

MAN. EXT. 

PLACENTA 

MORBIDITY j 

DEATHS 

MORTALITY 

Ploegeri ! 


174 

43% 



Koenigsbergs 


185 

1 

12 

5.5% 

Leo9 


329 


20 (hem.) 

6.1% 

i 




6 (inf.) 

2.0% 

Bosenthalio | 

12000 

39 

66% 



Littauerii 

11000 

1:186 (all del.) 


2 ‘ 

13.0% 

Hegaris j 

1 


! 


11.0% 

Seyfiarth-is 1 

1 9465 

79 

35% 


13.9% 

Mattheusii 1 

5000 

55 



3.6% 

Guttmannis 


100 



12.0% 

.BaischiG 


45 



6.6% 

AhlfeldiT 

5S00 

53 



9.4% 

Michailoffis 

220695 

1 3877 (1:57) 




Agafonoffio 


1:70 




Hugenbergerso 

8036 

135 (1:60) 

1 



RogoffB 

52011 

1243 Gross, 15%, cases ■ 

to 6% months 0.37% 



Corr’d, 9.36%, cases 

to months 0.37% 


1 

[ Gross, 30%, cases 6% mos. to term 1.27% 



1 Corr’d., 19%, cases 6% mos. to term 1.27% 


his belief that the high morbidity and mortality of the operation are 
due largely to infection before admission to the clinic. 

One or two more references were not amiss. Winter,®^ in a report 
of the Commission for Investigation of Puerperal Fever in December, 
1911, stated that in 260 septic eases with a mortality of 3'3 per cent, 
30 cases had had the placenta extracted manually, with a mortality 
of 46 per cent. Alletsee^" in 1912 reported 131 manual extractions in- 
7125 bii’ths at the Munich Polyclinic 1908-1911, only counting cases 
from 28 weeks to full term. Of the cases where the indication for 
the extraction was recorded, 111 (94.9 per cent) were for bleeding, 
5 (4.3 per cent) for retention, and 1 (0.8 per cent) for fever; 81 per 
cent were in multiparae, and of these 10 per cent had had' a previous 
manual extraction. The morbidity was tabulated as, severe puerperal 
fever 13.7 per cent, slight puerperal fever 17.1 per cent, afebrile 61.5 

cent. Nine cases (7.7 per cent) died, five of hemorrhage, four of 
sepsis. 


What are the conditions which justify us in exposing a patient to 
the dangers of manual extraction? 

(1) Hemorrhage, due to a partially detached placenta, uncontrolled 
by stimulation of the uterus to contract. This, if profuse or threat- 
ening, is a well recognized indication.- the uterus must be emptied 
bpfnf oppo^timity to shut down. Hammersehlag^^ measures the 
blood lost, and when it exceeds 700 grams manually extracts; Most 
of us, howevm-, will not adopt such an arbitrary standard. 

(2) Retention of the placenta in utero for a certain' period of time 
w bout evidence of separation. Such separation may oecnr and Tet 
the placenta he nnexpreseible, even nnder an anesthetic, dL to ^ 
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chanical obstruction to delivery, e.g., constriction of tbe lower uterine 
segment, or obstruction by myomata or polyps. Here the indication 
is obvious: to withdraw the retained placenta as soon as the nature 
of the imprisonment is ascertained. On the other hand, the retention 
may be due to failure of the placenta to separate from its implanta- 
tion, albeit no pathological adhesion exists; or to the presence of a 
placenta aecreta, of which such specimens as have been examined show 
a lack of the normal spongy layer of the decidua, infiltration of the 
muscularis with villi, a hyperplasia of connective tissue, and a shreddy 
degenerated musculature. These two tj’pes of retained placenta may 
or may not give rise to some hemorrhage according as partial separa- 
tion does or does not occur. 

(3) Incompleteness of the plaeenta as shown by the absence of one 
or more cotyledons from the delivered tissue, also, possibly, by the 
persistence of hemorrhage after the uterus is supposedly empty. In 
such eases one must remove the bit of placenta if hemorrhage per- 
sists; if there is no hemorrhage, it is nevertheless wiser to remove it 
at once while the uterus is relatively free of organisms than to allow 
it to remain to become the nidus for a future infection or to cause 
a hemorrhage some days later which may endanger the patient’s life 
directly or as a result of sepsis from removal or curettage at that 
time. 

(4) Certain cases of operative delivery where the general or local 
condition of the patient seems to indicate immediate complete empty- 
ing of the uterus. Such cases include difficult and destructive opera- 
tions through a contraction ring, certain cases of placenta previa and 
separated placenta where further hemorrhage is to be avoided, and 
vaginal cesareans for any condition where rapid emptying of the 
uterus is desired. 

Generally speaking, the only question arising under the above indi- 
cations deals with the length of time one should wait before removing 
the retained unseparated placenta. At the Boston Lying-In Hospital 
it is customary to undertake manual removal one hour after the birth 
of the child only after attempts at expression and Crede under an 
anesthetic have been fruitless. The Germans advise a wait, varying 
according to the individual, from two hours (Fehling-^) to indefinitely 
(Bumm-“). Hammersehlag advised waiting 6 hours in private prac- 
tice, and 12 in hospital cases. The uterus is invaded by bacteria 
after 24 hours, and the removal of the plaeenta after that time re- 
sulted in his experience in three deaths in succession of pyemia; in 
his fourth similar case he did a hysterectomy. Liepmann-" reports ; 
two eases in which the placenta could be expressed only after wait- ' 
ing 10 hours, and voices the opinion that without bleeding no placenta 
sliould be manually removed. Polak-" states that he lias left a num- 
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ber of placentae in tbe nterns for froni 24 hours to 5 days, where there 
has been no hemorrhage, and has invariably seen them separate with- 
out manual extraction. When there is hemorrhage, he goes a step 
further, packing the interior of the uterus plus the placenta firmly 
with iodoform gauze ; this has never failed to control the hemorrhage 
and separate the placenta. 

The difficulty in the problem of manual extraction lies in the fact 
that for whatever indication the operation is undertaken one can 
never know beforehand, in a large proportion of the cases, just what 
condition will be met after the extraction is begun. Separation and 
extraction may prove to be a very simple matter, one portion of the 
placenta may be tightly adherent to the uterine wall, or the condi- 
tion may prove to be that of “true adherent placenta” which may 
cause death from shock, hemorrhage, rupture of the uterus, or all 
three, in the operator’s vain attempts to find a line of cleavage be- 
tiveen the weakened uterine wall and the placenta. 

The subject of placenta aeereta or increta has been considered in a 
number of German articles. Clinically the condition should always 
be considered as a possibility in any case where the placenta does not 
separate during the third stage, especially in the case which gives a 
history of manual extraction in one or several previous deliveries. 
Vogt*® and Schweitzer*® have described the gross and microscopic 
pathological pictures in the cases of placenta a'ccreta cervicalis which 
they have reported. Dietrich,®* in addition to describing his own case, 
makes a very interesting summary of the condition as reported in the 
literature. In all, 19 cases besides his own have been described, and 
in each the condition has been confirmed pathologically. All the cases 
have shown a decidua basalis either entirely lacking, or imperfectly 
developed, with no trace of a spongy layer. The villi in each case 
were developed up to and in several instances into the muscularis, 
which was usually degenerated and characterized by an irregular 
overgrowth of connective tissue; in Dietrich’s case the patient died of 
internal hemorrhage caused by the villi eroding through upon the 
posterior surface of the uterus, while the entire fundus and the pos- 
terior wall were almost completely replaced by placenta, with only 
a peritoneal covering in places. 

The etiology of the condition is believed to be an atrophy, termed 
by Zweifel ^ exhaustion” of the endometrium, from which during 
pregnancy is developed either no decidua at all, or at best one very 
incomplete. Such atrophy may be due to rapidly repeated preg- 
nancies, previous abortions, manual extractions, or to various forms 
of endometritis. All the cases reported have been in the multiparae. 
i lor cover, cervical and lower segmental implantations of the ovum 
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are more apt to give rise to placenta acereta because of tbe relatively 
scant decidual reaction in these regions. 

The treatment of placenta acereta, as summarized by Schweitzer 
and Dietrich in their papers, has been a mournful chapter in ob- 
stetric therapeusis. Practically all of the cases in which manual 
removal was attempted died, the majority with unremoved portions 
of placenta left behind. Although Ahlfeld®“ has reported one ease 
in which he packed a uterus containing an unremovable fragment 
which later came away when the packing was removed, tamponade 
was in most cases a futile resort, as the injured uterine wall had lost 
its contractility and soon bled through the pack. Two eases died 
following vaginal hysterectomy, of which one was that reported by 
Schweitzer. Only two eases of the 20 lived. 

Both Dietrich and Schweitzer advise tamponade only as a provi- 
sional measure, to be followed by abdominal hysteTectomj as soon as 
the operator has convinced himself that he is dealing with a placenta 
acereta. Kellogg^® believes that such cases are seldom in shape to 
stand operation of this nature, and advises packing the uterus ver}'’ 
tightly with gauze. He states that several cases handled by him in 
this way after unsuccessful attempts to extract the placenta man- 
ually have had the bleeding controlled; that removal of the pack 
twelve to twenty hours later has not resulted in further bleeding, 
and that the placental tissue has eventually come away in the lochia. 
In contrast to this view Schweitzer states that packing merely post- 
pones the issue, as subsequent bleeding is well-nigh inevitable; that 
furthermore, should the patient survive and again become pregnant 
she is practically certain to have a recurrence of the condition. 

To avoid manual extraction of the unseparated placenta with its 
high rate of morbidity and mortality, Gabastou^* of Buenos Aires in 
1914 published an article dealing with “hydraulic" removal of the 
placenta. His method, similar in principle to that described by 
Asdrubali®® in 1826 and by Mojon®® in 1827, consists in injecting warm 
physiological salt solution into the placenta through the umbilical 
vein. The solution fills the placental vessels, ruptures the capillary 
walls, and forms a “retroplacental hydroma.” Separation of the 
placenta then takes place by the mechanical action of the hydroma 
and by the stimulation of the uterus by its hea'v’y swollen contents. 
Traugott®' has written several articles in enthusiastic appreciation of 
the Gabastou method, quoting 5 cases in 1916 in which placentas re- 
tained 70 minutes to 15 hours were easily removed; in two of them 
bleeding from partial separation was effectively checked. By means 
of the method, furthermore, in the Frankfort clinic, the ratio of man- 
ual extraction was reduced from 43^ cases per 1000 from 1911-15 to 
1% in 1916. Sklavounos^® recommends the method, but says he has 
no figures for placenta acereta. Schwartz^® reports the method sue- 
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cessful in 11 of 16 cases in 1919; two of the five nnsnceessful eases 
proved to he placenta accreta, while the author states that the method 
was unsatisfactory in his experience for combating hemorrhage. 

To attempt to arrive at some idea of the morbidity and mortality 
of the operation of manual extraction at the Boston Lying-In Hos- 
pital, the writer has searched the records for the ten years from 1911 
to 1920, inclusive. During that time, in 8182 hospital deliveries by 
the pelvic route the placenta was manuallyL.r^oved 170 times, an 
incidence of 1:48 or 2.07 per cent. Of these 170 eases, 14 died shortly 
after delivery, giving a gross mortality of 8.2 per cent. On the other 
hand, of the 14 cases dying as the immediate result of delivery, 3 
died of the terminal heart failure of eclampsia either on the table or 
shortly after being put back to bed; 1, a chronic nephritic, with 
hj^pertrophy and dilatation of the heart, died suddenly 4% hours 
after delivery; 3 were previas, delivered by accouchement force and 
dying 50 minutes to 6 hours postpartum despite stimulation; 1, a 
uterus ruptured before admission; 2 of ruptured uteri following diffi- 
cult deliveries ; 1, of shock and hemorrhage 20 minutes after delivery 
by embryotomy and craniotomy through a contraction ring. 

Of the three remaining cases, two died as a direct result of manual 
removal of the placenta and may well be described here. The third 
died of the hemorrhage necessitating manual extraction plus the ex- 
traction itself. 

1. Case 24043. Para. 10. Age 38. No physical abnormalities. Pull term. 
Vaginal examination revealed complete previa. Manual dilatation and extraction. 
Attempted manual extraction of the placenta, which was firmly adherent to tho 
cervix, and lower uterine segment, thinned out, and spread over most of the uterus. 
Much like .fibrous tissue. Placenta incomplete, and hemorrhage profuse. Death 
of shock and hemorrhage 5 hours after being put to bed. 

2. Case 24172. Para. 1. Age 20. No abnormalities save question of mitral 
regurgitation. Pull term. Low forceps delivery. Extraction of placenta after 1 
hour and four attempts to Crede. Patient went into shock. Placenta very ad- 
herent, removed completely. Very fibrous with many infarcts. Patient died of 
shock and hemorrhage 'i.V-x hours after delivery. 

3. Case 25948. Para. 5. Age 37. Pour previous normal deliveries. Delivered 
in O. P. D. at term by version after attempted forceps. Sent to hospital for 
third stage because of shock, hemorrhage, and partially adherent placenta. Pla- 
centa extracted manually 5 hours 20 minutes postpartum, probably not complete 
No tear of uterus found. Patient transfused. Died 24 hours postpartum of 
shock, hemorrhage, and cardiac dilatation. 

The corrected mortality, tben, is 1.76 per cent of eases, dying from 
a combination of conditions demanding manual extraction pins the 
extraction itself. Of these cases the first was undoubtedly one of 
placenta accreta. 

The incidence of uterine infection in the 156 remaining cases 
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amounted to 39 cases or 25 per cent. As a control, 3012 routine suc- 
cessive deliveries were studied from the same standpoint, beginning 
in 1913, and extending over four years. Cases of abdominal cesarean 
and manual extraction following pelvic deliverj'- were omitted. Fur- 
thermore, inasmuch as the risk of infection depends in a measure upon 
the method of delivery, the cases have been divided into the groups 
suggested by Kellogg'*® in his paper on toxemia and sepsis. 

As pointed out by Kellogg, the question of what constitutes sepsis 
differs with the individual observer. For the purposes of this paper 
those cases have been selected as infected which show a temperature 
of 100.4 degrees or higher at any one or more bi-daily readings, where 
there is noted a concomitant variation in the uterine consistency or 
involution from the normal, or alterations in the lochia. 

Table II 



IN 

3012 CASES 

CONTROL SERIES 

156 CASES 

MAN. EXT. PLAC. 


TOTAL 

INFECTED 

% 

TOTAL 

infected 

% 

Group 1 

Normal delivery, or low for- 
ceps after complete natural 
dilatation 

2612 

123 

4,7 

50 

13 

26 

Group 2 

Dilatation by 'Voorhees bag 
followed' by any type de- 
livery 

134 

23 

17.1 

28 

5 

17.8 

Group 3 

Mid or li i g li forceps, or 
breech extraction, following 
natural dilation 

19S 

17 

S.5 

22 

6 

27.2 

Group 4 

Manual or instrumental dila- 
tation of cervix, folIoAved 
by any type delivery 

64 

10 

15. 

48 

13 

27. 

Group 5 

Vaginal Caesarean section 

4 

■ 1 

25. 

8 

2 

25. 

Whole Group 

3012 

174 

5.7 

156 

39 

25. 


The results of this are shown in Table II. They indicate that one 
in every four manual extractions shows evidence of uterine infection 
postpartum, and that the method of preceding delivery, so important 
in the control cases, makes very little difference in the outcome. 
Several German authors differentiate their infected cases into those 
“with light resorption fevers” and those with “pyemia.” In the 
present series no such definite division can be made, but the eases 
have been divided arbitrarily into groups of mild and severe infec- 
tion. In the mild group are included those in which the temperature 
reaches 103 degrees only once if at all, and with definite rapid im- 
provement as the result of ice, ergot, and drainage; in the severe 
group are placed such cases as show a temperature reaching or ex- 
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ceeding 103 on two or more bi-daily readings, and which, despite treat- 
ment, run a prolonged course. These cases are shown in Table III. 

The fact that the percentage of severe infections in the manual ex- 
traction group is only about one-third of that in the controls makes 
it seems possible that retained portions of placenta or membranes in 
the former eases may give rise to a sapremie infection following many 
of the deliveries. The ease with which placentak fragments and bits 
of membrane are left behind in normal labors, where the placenta and 
membranes are recorded as “intact and complete,” and the fre- 
quency with which such cases pass bits of retained secun dines several 
days after delivery, make it much more likely that portions of the 
lacerated placenta which has been manually removed, or of its mem- 
branes, have been left behind. 


Table III 



CONTROL SERIES 1893 DELIVERIES 


156 MANUAL EXTRACTIONS 





SEVERE 

PER 


PER 

PER 

PER CENT 

PER 





INFEC. 



CENT 

CENT 

INPEO. 

SEV. INFEC. 

CENT 

MORT. 

1 

1623 

75 

4.6 

25 

33.3 

4 

5.33 

26 

7.69 

0 

2 

70 

13 

17.1 

3 

23.1 

2 

15.3 

17.8 

20. 

0 

3 

153 

11 

7.1 

2 

18.1 

0 

0 

27.2 

0 

0 

4 

43 

6 

13.9 

1 

16.6 

1 

16.6 

27 

15.38 

7.60 

5 

4 

1 

25. 

1 

100. 

0 

0 

25 

0 

0 

Whole 

1893 

106 

5.59 

32 

30.1 

7 

6.6 

25 

10.2 

2.56 


Only one case died of infection in. the group of manual extractions. 
No. 22880. She had had some sort of operation by her local physician 
and was sent in with ruptured membranes and a transverse presenta- 
tion. Manual dilatation and extraction of a macerated fetus was 
done, and her uterus, ruptured, was packed after removal of the 


Table IV 



CASES 

INFECTED 

1. Hemorrhage group* 

66 

18 

a. Antepartum (not previa) 

11 

4 

b. ‘ ‘ (previa) 

32 

10 

c. Postpartum 

23 

4 

2. Retention group 

51 

11 

a. Totally adherent 

10 

4 

b. Partially “ 

11 

3 

c. Retained 

6 

2 

d. Unclassified 

24 

2 

3. Incomplete group* 

9 

3 

4. Group removed routinely and 



for reasons unspecified 

30 

7 

Whole group 

156 

39 


PER 

CENT 


PER 

CENT 

DIED 

MORTAL 

27.2 

2 

11.1 

0 “ 

0 

36.3 

0 

0 

0 

0 

31.2 

2 

20 

0 

0 

15.2 

0 

0 

0 

0 

21.5 

1 

9.0 

0 

0 

40 

0 

0 

0 

0 

27.2 

1 

33.3 

0 

0 

33.3 

0 

0 

0 

0 

8.3 

0 

0 

0 

0 

33.3 

0 

0 

0 

0 

23.3 

1 

14.2 

1 

14.2 

25. 

4 

10.2 

I 

0.64 


the*a!compT;tef adhesion in the hemorrhage group, and one among 
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placenta. Slie died of peritonitis on tlie fourth day. The outcome of 
this case, certainly, can hardly be charged alone to the manual ex- 
traction. 

Regarding the morbidity of these cases classified according to the 
indication for manual removal, we find the figures in Table IV. 

Here again, there is but little difference in the morbidity, save in 
the increase of infection in the eases in which the placenta was known 
to be incomplete before the uterus was explored for missing frag- 
ments. So far as this proves anything, it indicates the probability of 
infection, sapremic (1) of unremoved fragments. 

The series of deliveries in the Out-Patient Department of the hos- 
pital for the same period of time, 1911 to 1920 inclusive, yields a total 
of 16,486, in which are comprised 60 cases where the placenta was 
manually removed. Of these cases four died, giving a mortality of 
6.6 per cent. A short account of these fatal cases follows. 

1. Case 3953. Para. 2. Age 32. History of adherent placenta in her first 
labor. Showed general edema and albuminuria. Pull term. Normal multiparous 
labor. Manual extraction 2 hours .5 minutes after birth of child, after several 
unsuccessful attempts to Cred^. Placenta removed in pieces. Hemorrhage not 
recorded. Pulse became imperceptible 5 minutes after delivery of placenta, and 
patient died. 

2. Case 8451. Para. 7. Age 35. Pull term. Delivered by version for brow 
presentation and antepartum bleeding; the latter was found to be due to a spon- 
taneous rupture of the uterus. Placenta was removed manually as a routine, and 
uterus packed. Patient died of shock and hemorrhage en route to the hospital. 

3. Case 35660. Para. 2. Age 23. Pullterm. Normal multiparous labor. 
^Manual extraction of placenta undertaken 1 hour 45 minutes after birth of child. 
Placenta found firmly adherent. It was removed in pieces. Uterus soft, not con- 
tracting well, and hemorrhage profuse. Despite packing patient died 3% hours 
after birth of child. 

4. Caso 3S0S3. Para. 1. Age 17. Full term. Low forceps delivery. Manual 
extraction of placenta undertaken for hemorrhage 25 minutes after birth of child. 
Placenta removed complete, membranes intact, without recorded difficulty, and 
hemorrhage ceased. Patient, however, died of acute cardiac dilatation one hour 
and 35 minutes after delivery of the placenta. 

Of the above cases the second died as a result of rupture of the 
utenis, which was in no way contributed to bj*; the manual extraction 
of the placenta. The first and third were probably placentae aceretae, 
although not proved by autopsy. The fourth probably died as a re- 
sult of the hemorrhage necessitating the manual extraction. The cor- 
rected mortalitj’’, therefore, is 5 per cent. 

Of the other 56 cases, the record of one is incomplete as regards 
the temperature chart and postpartum notes, although it is known 
that the patient was discharged from care obstetrically well. The 
morbidity of the remaining 55 eases is reckoned in Table V; Table 
VI shows grouping according to indication. 
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Table V 



CASES 

INFECTED 

PER CENT 

SEVERE INFECTIONS 

PER CENT 

DEATHS 

Group 1 


16 

40. 

0 



“ 3 


5 


0 


0 

4 


2 


1 

33.3 


Whole group 

55 

23 


1 

4.3 



Table VI 



CASES 

IINFECTED 

PERCENT 

SEVERE INFECTIONS 

PERCENT 

1. Hemorrhage 

20 

i 9 

45. 

1 

11.1 

a. Autepartum 
(previa) 

1 

1 

100. 

1 

100. 

h. Postpartum 

19 

8 

36.S 1 

0 1 

0 

2. Eeteutiou 

35 

14 

40. 

0 , 

0 

a. Total adherence ' 

5 1 

3 

60. 

0 1 

0 

b. Partial adherence I 

4 I 

2 1 

50. i 

0 1 

0 

c. Eetaiued 

11 

1 

9. i 

0 , 

0 

d. TJnelassified ' 

15 

8 

57.1 

0 

0 

Whole Group '• 

55 

23 

41.8 

1 

4.3 


Tlie percentage of infection is naturally liigher in the Out-Patient 
cases than those in the hospital, inasmuch as the former are delivered 
in their homes, often under most adverse circumstances as regards 
hygiene and cleanliness. Furthermore, they are delivered, except in 
instrumental and other operative cases, by third and fourth year stu- 
dents, who follow the progress of the case by vaginal examinations. 
Notwithstanding this, the percentage of severe infections is remark- 
ably low, and in no ease did a patient die of infection following 
manual removal of the placenta. 

The foregoing survey would seem to justify the following con- 
clusions. 


^ 1. Manual extraction of the placenta following pelvic delivery car- 
ries with it the possibility that the operator may in any case find him- 
sell dealing with a condition, placenta acoreta, in which the patient’s 
life may be rapidly endangered from shock and hemorrhage. 

2. OHnirally placenta acoreta occurred three times in the Boston 
Lympln Hospital series; once in 8182 pelyic dcUveries in the hospital 

in” d J” dories in tho Out-Patient Department, or onee 
m 8^3 deliyenes Unfortunately, no autopsy was secured to prore 
the diagnosis pathologically. 

8, No certain method has been found hy means of which the pres 
ence of a placenta acoreta can he foretold. Not until the operator 
begins the actual e-ytraction can a definite diagnosis he made 

herent placenta” is, from a elinica! standpoint a relaUiTterm 1fo' 
prediction can be made in anv ca< 5 P nf i-n+o,- a ^ 

whether one will find a placenta whi ^ ^“separated placenta 

-Which is -iirmly cdhtenSlsIo he ““ 

or one which is so Mended with the nteXe C':, 
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cleavage can be made out. This may be as true of placentas partially 
detached as of those entirely nnseparated. 

4. One case in four of the hospital cases, two cases in five of the 
Out-Patient deliveries, showed some degree of uterine infection post- 
partum. This is an incidence almost five times that occurring in con- 
trol pelvic deliveries in which the placenta was not manually ex- 
tracted, so far as the hospital cases are concerned; and although no 
control series is practicable for the Out-Patient cases, the difference 
in surroundings and management would seem to account largely for 
the differences in results. Certainly the hospital and Out-Patient 
figures are remarkably parallel. 

5. Such infection as occurred in these eases was usually of a rela- 
tively mild type. Only in one case, a hospital delivery where the 
uterus was ruptured, did death occur in this series. It seems prob- 
able that most of the infection which occurred was attributable to 
some degree of retention of secundines. 

6. Results of the Mojon-Gabastou method of umbilical vein injec- 
tion make the procedure one of choice to be used in the case of re- 
tained unseparated placenta without hemorrhage. It also deserves 
trial in cases where partial separation with slight hemorrhage has 
oecui'red, but it cannot replace manual extraction in the case of a 
brisk hemorrhage, where prompt action is necessary. "Whether in- 
jection will separate and bring away a placenta accreta is ques- 
tionable. 

7. In the case of retained placenta in which injection has not pro- 
duced separation within two hours of the birth of the child, manual 
extraction is indicated. We have had no experience with the method 
of letting such cases alone, nor with the method of packing the 
uterus on top of the placenta. 

8. Manual extraction in such cases is ordinarily carried out without 
great difficulty or danger to the patient. Should separation of the 
placenta prove impossible or so difficult that placenta accreta is diag- 
nosed, attempts at removal should at once be abandoned, the uterus 
packed tightl}’- with gauze as an emergency measure, and laparotomy 
with hysterectomy performed, with transfusion before, during, or 
after the operation as the patient’s condition indicates. 
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LACTATION ATROPHY OP THE UTERUS 

By Heliodor Schiller, M.D., P.A.C.S., Chicago, III. 

O NE of the first to describe this condition extensively was Prommel. 

He considered lactation atrophy of the uterus an abnormal hy- 
perinvolution and was of the opinion that loss of nutritive bodies 
through prolonged lactation was the cause of this peculiar and not 
infrequent condition. He claims that weakly, poorly nourished, hard 
working, prematurely aged mothers are more often affected. Prom- 
mel distinguished between excentrie and concentric atrophy and 
found the latter with a shorter uterine cavity, the more frequent. 
He believed that the prognosis concerning restitution of a well de- 
veloped lactation atrophy is bad. 

In contrast Simpson, Prankl, and Thorn, especially the two latter, 
believe that nearly every uterus of an amenorrhoie, lactating woman 
becomes more or less hyperinvoluted. Thorn is of the belief that this 
condition, which disappears not later than six weeks after weaning, 
is normal and physiologic, about two-thirds of all lactating women 
should show it, and that it becomes pathologic only by reaching an 
abnormal degree, especially by extending to the cervix, the ovaries 
and the suspensory apparatus of the uterus and by the appearance of 
pronounced general symptoms. Thorn believes that the constant 
contractions in the uterus occurring during the act of nursing as a 
reflex action from the nipple should be primarily the etiological fac- 
tors in the lactation atrophy. Normally the uterus of a nursing 
mother shows much quicker involution than of those not nursing. 
The loss of nutritive material during nursing should also be respon- 
sible, therefore, its frequent occurrence in weak, undernourished mothers 
with an irritable vegetative and vasomotoric nervous system. Con- 
trary to the common belief, he holds the menstruating nursing mother 
the better nurse than the amenorrhoie one. Both he and Prankl do 
not advise weaning the baby on account of atrophy, but believe in 
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interrupting lactation at once if tlie cervix slioivs decided signs of 
atropliy and if tlie general symptoms are marked. 

Lactation atrophy should not be confused with the irreparable 
atrophies of the uterus observed in the puerperium after severe in- 
fections as described by Hies. 

Foges opposed the theories of Thorn and Frankl and stated that 
the atrophy of the uterus during nursing is independent of the act of 
lactation, that is, its reflex action, but is produced by an arrest, or, 
as Novak puts it, by a temporary deficiency of the ovarial function. 
Temporary or relative amenorrhea and relative sterility during lac- 
tation are a fact and certainly only to be explained by a dysfunction 
of the ovarjL 

"What is the cause of this ovarian deficienej'-, — is it a reflex action 
from the mamma, trophoneurotic, is it a chemical action, hormones, 
from the mamma, restraining ovulation, does the mamma possess an 
internal secretion, is it a continuous secretion or synchronical with 
lactation? 

The influence of ovary and placenta upon the mammary gland are 
known. Hyperemia, hypertrophy during menstruation, the large 
hyperplasia of the mamma during pregnancy, are due to hormonal 
action from the ovary, placenta and to some degree the fetus. Hy- 
peremia and enlargement of the mamma I found as a constant se- 
quence to injection of corpus luteum extract. Ashner shows micro- 
scopic pictures of mammae of virgin guinea pigs following injection 
of placenta emulsion, which do not differ from the pregnant mamma. 
After extirpation of the ovaries in the new born guinea pig, no mam- 
mary tissue is developed. An interesting fact is that, while the pla- 
centa is responsible for the growth of the mamma during pregnancy, 
milk secretion does not set in until the placenta has been expelled. 
The influence of ovary and placenta upon the mamma is thus estab- 
lished; how about the reverse? Extirpation of both nonlactating 
mammae has no influence upon the other genital organs in the human 
subject, ovulation, menstruation, gestation occur normally. In ani- 
mals Scherback found the sjTnptom complex of heat diminished after 
extirpation of the mamma. Schiffman injected mammary extract in 
guinea pigs and found the ovaries and uterus much smaller than in 
control animals. Reduction of fibroids after injection of Mammin — 
a mammary extract — has been repeatedly reported. L. Adler in- 
jected rabbits shortly after the beginning of pregnancy with mam- 
mary extract of pregnant rabbits and noticed interruption of the 
pregnancy in nearly all animals. He also found in the injected ani- 
mals verj" marked hyperplasia of the medullary portion of the ad- 
renalin glands and holds this responsible for the abortion. The 
question arises, whether the results of Adler’s and Schiffman ’s 
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experiments are caused by specific action of the mammary extract or 
wbetber they are just reactions of nonspecific proteins. Polano could 
improve severe eases of dysmenorrhea by producing hyperemia of the 
mammae by Bier’s method. He concludes from this the existence 
of an internal secretion of the mamma influencing ovary and uterus. 
Federoff speaks of a direct antagonism of ovary, endometrium and 
mamma. The experience of dairymen, that castration of the cow 
produces increased milk production, should be mentioned here. On 
the other hand, it is well known that milk secretion during menstrua- 
tion is usually decreased and that a sudden diminution of milk and 
poor quality of same is often the first sign to the nursing mother 
that she is pregnant again. 

Thus we have seen the ovary incites the development of the 
mamma in the embryo and adolescent, and stimulates, assisted by 
the placenta, its growth during pregnancy. Ovarial action decreases 
the milk production during menstruation and suppresses it during 
pregnancy. Sehroeder noticed not infrequently after castration in 
women, never pregnant before, colostrum formation. Lactation, ac- 
tivity of the mamma, produces a physiologic amenorrhea and rela- 
tive sterility, it reduces or inhibits ovarian function. Experimen- 
tally mammary extract of lactating animals produced atrophy of ovary 
and uterus. We seem to be justified iu presuming that the lactating 
mamma has an internal secretion, that these hormones act directly 
upon the ovary, producing a normal temporary atrophy of the ovary 
and by the way of the ovary, atrophy of the uterus. This temporary 
dysfunction or deficiency of the ovary is Nature’s protection of the 
offspring and the propagation of the race; it insures nourishment 
for the nursling when most needed and prevents renewed pregnancy. 
With normal limits this atrophy is physiologic, hyperproduction of 
these hormones by the mammal will be followed by a degree of atrophy 
of the ovary closely simulating that of the approaching climacteric in its 
histologic picture as well as in its symptomatology. I operated upon a 
woman thirty-one years old, third para, for an acute appendicitis. 
The woman, who had nursed her third baby eleven months had all the 
symptoms of lactation atrophy, and was for this illness under my 
care the last two weeks. At the operation the uterus had the appear- 
ance of an infantile uterus, the ovaries looked atrophic. In the right 
ovary I found a cj^st of the size of a hazelnut. I removed it by a 
wedge shaped excision, taking some of the normal looking ovarian 
tissue along.^ Sections through this tissue showed pictures similar 
to the ones in the early climacteric, no maturing follicles or in the 
state of degeneration, only atretic and primordial folhcles. H the 
lactating mamma does not produce the normal amount of these hor- 
mones, the nursing mother menstruates normally or nearly so the 
hyperproduction of these hormones results in dysfunction and ’tern- 
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porarj atrophy of the ovaries and uterus. If the production of these 
hormones continues over an abnormally long period through pro- 
longed lactation, a pei’manent atrophy of the ovaiy might result. 
These are the cases Frommel mentions, which give a bad prognosis. 
I have among my patients two women, one a secondaiy para, thirt}'-- 
two years old, who never menstruated after her second baby, which 
she nursed nine months; another woman, a primipara of thirty-five, 
who never menstruated after nursing her baby eight months. Both 
women began to show symptoms of lactation atrophy about the fourth 
month after their delivery. Both women had normal deliveries, had 
big babies and had an abundance of milk. Around the seventh month 
the symptoms of lactation atrophy were very pronounced, the uterus 
small, the general symptoms very marked. Advice to wean the babies 
was not followed. Symptoms of the climacteric became more marked 
and continued for several j’^ears Avitli complete amenorrhea. Either 
the lactation atrophy of their ovaries was so far advanced as to be 
permanent or we could suppose that their mammary glands still con- 
tinued to secrete the hormones, retarding ovulation. It would not 
be impossible to explain in this way the cases of relative sterility long 
after partus, which some women show. 

SY3MPTOMATOLOGY 

The symptoms are manifold, partly produced by the ovarian hypo- 
function and the consequent disturbance in the interrelation of the 
other internal glands, partly by the disturbed \function of the autonomic 
and vegetative nervous system. Unlike in the psysiologie gradually 
occurring in climacteric, the other endocrine glands here have no 
time to accommodate themselves to the hypofunction of the ovary, 
which fact influences the symptomatology. 

One of the main symptoms is amenorrhea, sometimes the only one 
present. I would state, that the menstruating, nursing mother never 
shows any atrophy of the uterus. The women, with lactation atrophy, 
as mentioned before, are often imn down, look anemic, under nour- 
ished, sallow, have lost in weight, feel very weak, have lost all am- 
bition. A very constant complaint is a dull backache, and a com- 
plaint, that while nursing, the baby seems to sap all their strength. 
The symptoms produced bj^ s.ympathetic iri'itation are hot flushes, - 
congestions, hyperidrosis of hand or feet or head, hyperacidity, ob- 
stinate constipation, pollakiuria, vasomotor disturbances, such as 
parasthesias in the hand or feet, tachycardia, precordial oppression, 
(angina pectoria spuria), dyspnea, hypertension, headache. There are 
always present psychical symptoms, depressions, or the women are 
extremely irritable. 

The objective symptoms are, the smallness of the uterus, either of 
the concentric or excentric type, reduction in hemoglobin, hjTper- 
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tension. Some authors observed constantly an increased reaction fol- 
lowing adrenalin injection. In short, the symptomatology is very 
similar to that of the climacteric. 

PROGNOSIS 

The prognosis concerning restitution to normal is good, but has to 
take the general condition of the patient into consideration. It is 
claimed that this condition is found mostly in women with a low 
vitality, poor nervous and vasomotor equilibrium, in older multipara, 
and weakly individuals, but I will say here, that one of the most 
persistent eases I observed was in a very strong, healthy looking 
young woman weighing two hundred and eight pounds and six feet 
tall. I am under the impression, that I found it not infrequent in 
women, who previously had an infantile uterus, began to menstruate 
late, had late conception; in short with hypoplastic genitals. 

The treatment consists in weaning the baby, rest for the woman, 
good wholesome diet with an abundance of raw fruit and milk. The 
use of ovarian preparations like whole ovary or corpus luteum is 
indicated. 

Prophylactically we should advise the woman not to nurse longer 
than eight months, to nurse regularly every four hours, not to nurse 
at night, to get two hours rest during the day, a diet rich in proteins, 
fat and raw fruit and vegetables and cereals. If the nursing seems 
hard on the mother, supplemental feeding should be started early. 

CONCLUSIONS 

1. Lactation atrophy of the uterus is the result of hormones pro- 
duced by the lactatiug mamma. 

2. These hormones inhibit ovarian function. 

3. Hyperproduction of these hormones results in atrophy of the 
ovaries and secondary atrophy of the uterus. 

4. If the lactating mamma fails to produce these hormones or pro- 
duces them in small amounts only, the nursing mother menstruates 
normally or nearly so. These mothers never present symptoms of 
lactation atrophy of the uterus. 

5042 Drexel Boulevard. 



WHAT I HAVE LEARNED FROM MY ONE HUNDRED AND SIX 

CESAREANS 


By Stanley Perkins Warren, M.D., Portland, Maine 
Obstetrician to the Maine General Hospital 

TUST as the motor ear has revolutionized locomotion, so has the 
^ uterine suture of Sanger influenced cesarean section. Once the 
dernier resort of midivifer 3 >-, with a mortality of one hundred per cent, 
modern hysterotomy for dystocia is as great a contribution to obstet- 
ric art as podalic version or the forceps. A product of twentieth cen- 
tury surgery, its results vary with the personal equation of the 
operator and the inconstant conditions of each patient. It is only 
two score years ago that Dr. Robert T. Harris, a foremost obstetrician 
of that time, wrote, “looking into the past records of New York City 
and of the United States at large, of ten hospital cesareans in our 
country, Dr. Lusk’s case is the first to recover up to 1887; he is the 
first to save both mother and child in all the history of New York, 
the only one of seven operators to meet with success under the Sanger 
method in the United States.” 

In the same paper (American Journal of Ohstefrics, Oct., 1887), he 
adds this historical note: “The July number reports nine cases of 
cesarean rip bj’’ cattle, saving five women and four children. Of the 
four children one was six months and was fatally injured, three were 
killed by contusion of the chest, four were extruded dead, five died 
in eight hours. The tenth case was reported by Dr. Powell of an 
Indian squaw, in a buffalo hunt in 1852, who made a perfect recovery 
under Indian treatment. This^vas by appljdng plastic clay made 
into a stiff mud with water. The wound was held together, the clay 
placed over it, then over this was put a layer of wood fibers. These 
lajmrs were repeated until a cake, two inches thick, covered the abdo- 
men from flank to flank. The woman was kept on her back during 
the treatment.” This sounds like one of the stories Pare tells of 
war surgery in his time, when arteries were closed by the actual 
cautery. 

The necessity of doing cesarean sections in the tenement or family 
home has passed with the multitude of public and private hospitals. 
Better help, professional environment, a wealth of surgical material 
and preparedness for emergencies, all help to lighten the burden of 
responsibility in the hospital. For many years to come the family 
doctor will continue to be the usual accoucheur, and he is mustering 
up the courage to be a cesareanist, an office which he has hitherto 

33S 



WARREN: ONE HUNDRED AND SIX CESAREAN SECTIONS 


339 


yielded to tlie expert. There is a hue and cry abroad that cesareans 
are being done too often by unskilled men, for insufficient indica- 
tions, and therefore with bad results. It may be so, but I allow the 
same courtesies of judgment to others that I claim for myself, be- 
lieving as I do that most doctors do the best they can in the stress 
of emergency. 

The modern classical cesarean has three ideals: prevention of peri- 
tonitis, a clean, well united uterus, and safety in other pregnancies. 
To obtain this ideal are proposed special surgical technic, intra- or 
extraperitoneal approach, the supravaginal uterine incision, and ab- 
sorbable or nonabsorbable sutures. These questions are answered by 
men of various minds, as they are influenced by the study of results, 
but it is evident that as yet no one man knows it all. 

The indications for choosing this method of delivery are thus far 
chaotic. The former absolute indication of contracted pelvis is now 
extended to include almost any freak of pregnancy or parturition. 
Cesarean sections are done for eclampsia, placenta previa or abruptio, 
to prevent the suffering of labor, impacted breech, for illegitimacy, 
to conceal pregnancy ; Nomen est legio. It is inevitable that any com- 
paratively new operation should pass through these crude stages, 
but at length will be established the classic ideal; indication, site of 
incision, technic, suture, and postoperative management. The earlier 
dictum, '‘once a section, always a section,” is ignored by some ob- 
stetricians, Avho ‘“run their luck” against the chances of uterine 
rupture by a later vaginal delivery. Statistics of today show that 
only four per cent of cesareanized women rupture the uterus in sub- 
sequent vaginal labors, and women have been delivered normally 
without the midwife or doctor knowing they had been previously 
sectioned. But a recent experience of the writer with ruptured 
uterus at term has taught him that the danger is a real one and not 
to be slighted. 

Should a primipara be sectioned as freely as a multipara, and how 
much do preidous vaginal examinations contraindicate section? There 
can be no hard and fast answer to either question; the conservative 
will hesitate, the radical says, “Save the living child at all hazards.” 

A word as to the operative technic. The classic abdominal cesar- 
ean section is usually easy in the primpara and grows more difficult 
in later sections, ordinarily from adhesions due to the earlier opera- 
tion. It need not be restricted to the surgeon proper, but in an emer- 
gency anj^ general practitioner with a modern surgical training can 
do It. It IS always a major operation, either the simplest in character 
or complicated enough to try the skill of the expert. Unquestionably 
success dpends largely upon experience and good assistants. As to 
the details of the operation, it seems to matter little in the result 
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■wlietlier the abdominal incision is made above, lateral or below tbe 
umbilicus, wbetber tbe uterine suture is absorbable or nonabsorbable, 
whetber tbe uterine incision is extra- or intraperitoneal, Many good 
operators will disagree with these statements, but, in ordinary cases, 
personal experience and ease-reports seem to confirm them. Two- 
tbirds of the author’s cases were hospital patients, most of whom 
were certainly infected by repeated vaginal examinations and forceps 
trials, and yet there was no mortality from this cause alone. 

The number of personal cases, upon which this paper is founded, 
is too small for the author to assume to prescribe for others the indi- 
cations for section in border-line eases. Anyone able to do a cesarean 
section at all is generally capable of deciding for himself whether 
that is the best way to deliver the given woman. In some border-line 
cases a trial labor is eminently proper. It means evaluation of the 
fitness of this patient for the strain of labor, of fetal adaptation to 
the birth canal, the presentation and position, the manual dexterity 
of the operator, etc. The chief objection to it seems to be the risk 
of infection from vaginal examination to learn whether the trial 
is succeeding. For the expert with sterile gloves and anal examina- 
tion this risk may be taken, but the author prefers an elective opera- 
tion, at a time convenient to the patient and himself, rather than a 
compulsorj^ operation under contrary conditions. 

It would be a waste of time for the author to describe the technic 
of a cesarean operation. The classic method is fully given in modern 
textbooks, which are as good guides as any printed description can be. 
It seems better for the occasional operator to familiarize himself with 
that method alone, rather than attempt to follow the more brilliant 
and difficult mode of someone, to whom cesarean sections are an 
ever}’’ day occurrence. Instead of allowing a woman to exhaust her- 
self in futile labor, labor which too often ends in a fatal high forceps 
extraction or craniotomy, he might better elect the safer and saner 
cesarean operation. 

A word in explanation of the summary of eases herewith appended. 
All but about a dozen of these have been done within the last ten 
years and most of them at the Maine General Hospital. The obstet- 
rical service there is strictly emergency and all of these patients had 
been attended before entrance by physicians. None of the eclampsia 
patients were in labor, all had had one or more convulsions, and four 
of these never regained consciousness after the first. The variety of in- 
dications for which section was made is large, but urgent enougJi, in 
the judgment of the operator and consultants, to warrant the opera- 
tion. The mortality may appear high for the small number of cases, 
but only one death, possibly two, was due fairly to the operation. 
The death from ileus was probably caused by an error in technic, 
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that from acute septic metritis and ruptured uterus -^vas inevitable 
under any method of delivery, and their clinical history is peculiar 
enough to -^varrant publication. 

A tall, well formed, American woman, forty-two years old, a farmer’s -wife in 
prosperous circumstances, had an abdominal operation for tubercular peritonitis 
several years ago. Since then there had been two miscarriages, one at the seventh 
and one at the eighth month, each fetus being stillborn. Her last menstruation 
was July 4, 1921, and she was first visited by the author in counsel January 22, 
1922. Urinalysis showed no albumin or casts, but 0.25 per cent sugar. Wasser- 
mann was negative. In view of the unexplained death of the former children, she 
was advised to eontinue pregnancy as long as possible, to get a -viabl-a child. After 
usual treatment sugar disappeared in a week. She continued well up to two weeks 
before term when she entered a private hospital for careful observation and preparar 
tion for a cesarean section. This had been advised because of the family’s urgent 
wish for a living child, which it was feared might be lost in a difficult labor be- 
cause of her age, or from the same cause that had killed the other two. 

March 11, section was done at a private hospital. She was then in excellent 
health, there was strong fetal heart and active motion, first cephalic position, and no 
vaginal examination was made. Upon opening the abdomen by the high incision 
the omentum was found to cover the uterus' with many firm adhesions. The uterus 
was uncontracted and the wall very thick. A strong, active male, weighing six 
and three-quarter pounds, was extracted by podalic version. Hemorrhage was 
moderate, and the uterus was closed by three continuous sutures of plain gut. Ab- 
domen closed in usual manner. 


After’ the operation there was more than ordinary pain in the abdomen, requiring 
frequent hypodermics through the day aird night. Early the next day the heart 
failed, there was great distention of the intestines, cathartics and enemas were 
ineffectual, though an intravenous hypodermic of pituitrin was followed in ten 
minutes by a large gas motion. She died twenty-eight liours after operation. 

At the autopsy the abdominal wound was found rmchanged, there was extreme 
ileus, and many adhesions at the site of the appendix, which was absent. The 
uterine sutures were all loose, the incision gaping, the muscle softened and 
sphacelated, and the interior filled with a pulpy mass of clot. Further examina- 
tion showed the right fallopian tube highly inflammed and almost gangrenous, which 
was certainly the source of the metritis. 


There had been no symptom of this salpingitis during life. Wliether it had 
any connection with the former tuberculosis and the two miscarriages and whether 
she would not have died under any method' of delivery, are some of the questions 
which are. still unans^vered in this most unfortunate case. It was the first and only 
death in the author’s series of thirty-five elective cesarean operations. 


No. 104. A tall, healthy, Polish woman, thirty years old, a housewife and vi 
para, who could not talk English, was admitted at the Maine General Hospital at 
midnight, Nov. 9, 1922. Her previous clinical history was as follows; 

The first child was boi-n naturally in Russia. The second was stillborn in this 
city bj forceps. The third was delivered by craniotomy. The fourth child was 
delivered by a cesarean, her fir.st, at the hospital, June 29, 1919. The indication 
uas abso ute the internal conjugate measuring less than three inches. Labor had 
b en active for two hours befoiu entrance. Section was simple and 

.tor;, shetruxris^^^^^ J^rr^r™ 
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but the wound closed satisfactorily under dicliloramin-T dressing. Iodide catgut 
sutures ^Yere used. . . 

She was found in active labor March 25, 1921, and taken at once to a private 
hospital. The second section was difficult owing to dense adhesions of peritoneum 
to uterus, and the uterine sear from the former operation was quite plain. The ab- 
dominal incision was through the left rectus and a strong female, weighing 7% 
pounds was delivered. The abdominal sutures suppurated as before but there 
was firm union at last. Pneumonia of the right lower lobe followed operation, 
which finally cleared up, and she went home on the twenty-seventh day. 

On the morning of Nov. 5, 1922, she was said to have fallen upon her left side. 
During the day fetal motion stopped and slight flowing began, with a little ab- 
dominal pain. She was at this time two weeks short of term. Tliis condition 
continued unchanged for two days, when she was sent to the hospital by her 
physician at midnight, Nov. 9. At that time flowing had stopped, and there was 
only “grumbling” abdominal pain, but bleeding began again in the early morn- 
ing and she was packed by the intern. It was difficult to learn the character of 
the pain, as she could make herself understood with great difficulty. 

Section was done at 9 o’clock, Nov. 9. Temperature normal, pulse 140. No 
fetal sounds or motion. By vaginal examination the cervix was found half dilated, 
a mass thought to be placenta covered the greater part of the os, but no present- 
ing part of the fetus could be felt. She was flowing freely dark, clotted blood. 
The diagnosis was placenta previa or abruptio. Manual dilation of the cervix was 
rejected because of the probability of tearing it dhring extraction, and section 
chosen because least dangerous in her bad condition. 

There was a wide scar on each side of the umbilicus, and the abdomen was 
opened through the right rectus. Everything was adherent inside. The abdominal 
cavity was filled with large and small dark clots, but there was no fresh bleeffing. 
The fetus and placenta were loose in the cavity, lying to the right of the uterus, 
which was firmly contracted and lay in the lower quadrant. It had ruptured com- 
pletely from the fundus to the isthmus through the scar of the second cesarean, 
the edges of the tear being ragged and gaping. Hysterectomy was done at once, 
but despite active stimulation she died upon the table. The fetus was desquamat- 
‘^ing, and was a female weighing five pounds. 

So far as is known to the author, this is the first case of ruptured uterus after 
a cesarean in this locality. The absence of severe constitutional symptoms, either 
at the time of rupture or afterwards, misled the author and consultants in diag- 
nosing the tiue condition. 


SUJIMARY 

Emergency cases, seventy; elective (not in labor), tbirty-six. 

Indications . — Contracted pelvis, 34; second sections, 12; third sec- 
tions, 3; obstructed ramus from encbondroma, 1; ventrofixation, 2; 
placenta previa and abruptio, 11; prolapse of cervix, 3; bydatidiform 
mole, 2; cancer of cervix, 1; missed labor, 3; eclampsia, 14; impacted 
breeeb, 3 ; preeclampsia, 6 ; cardiac disease, 4; by request, 3 ; pyelitis, 1. 

Maternal Mortality . — ^Ruptured uterus, 2; previous attempts at de- 
livery', 1 ; impossible delivery of impacted breeeb, 1; hemorrhage 
from placenta previa, 1; eclampsia, never regained consciousness after 
first convulsion, 3 ; pulmonary embolism, 2; acute sepsis, not knoivn 
before section, 1; ileus, 1. 


C4 Deering Street. 



PUERPERAL SEPSIS (BACTEREMIA) CAUSED BY B, 

INFLUENZAE 

By Wili-iam Thalhimer, M.D., and Beatrice M. Hogan, A.B.' 

I N 1911 one of ns^ reported a case of puerperal infection witli culti- 
vation of B. influenzae from swab cultures from the uterus. At 
this time the only ease of B. influenzae infection of tbe female genital 
tract found in the literature was a case of pyo-and hydrosalpinx de- 
scribed by Kiskault.2 One additional ease has been reported since 
then. Morton and Famulener presented a case before the New York 
Pathological Society, December 13, 1922, which yielded a pure culture 
of B. influenzae from a pelvic abscess. 

We have had the opportunity of studying another case of puerperal 
infection caused by B. influenzae, which, so far as we can determine, 
makes a total of four published cases of infection of the female genital 
tract caused by this organism. 

Patient, Hospital number 141C3, primipara, age thirty-four, admitted in the first 
stage of labor, 7/5/22, at 5:30 p.m. Labor and delivery were normal, the baby 
was bom at 10:30' P.n. The position was L.O.A., a right lateral episiotomy was 
performed, and low forceps us'od. The placenta was delivered ten minutes later 
by Schultze’s method, and the episiotomy repaired with four interrupted catgut 
sutures. Nitrous oxide-oxygen anesthesia. Patient complained of pain in the gall 
bladder region during labor. 

The patient was carefully observed during gestation and no abnormality occurred 
except several mild attacks of pain in the right upper abdomen with tenderness over 
the gall bladder region, the patient having suffered from similar attacks during 
the previous two years. The gall bladder could not be palpated, and operation was 
not considered advisable. The heart and lungs -were normal. 

Fasi Eisfonj : — Patient had an appendectomy three years ago after an attack of 
“flu”. The history is otherwise unimportant, except that of respiratory infections. 
The tonsils were removed six years ago. The patient has had a chronic nasal catarrh 
for years, and diming the fall, four years ago, she had several fairly severe attacks 
of grippe accompanied by chills. In the summer two years ago, there was an 
acute middle ear infection with a discharging ear. Last winter, tliere were many 
severe “colds” and several attacks of severe sore throat. The patient has had 
no “colds” nor sore throats since September, 1921, the beginning of this preg- 
nancy. Pam over the gall bladder region occurred at intervals during this preg- 
nancy. 

Course after Delivery : — 

i/</22. Porty-eight hours after delivery the patient had a chill, lasting twenty 
minutes. ' 

7/S/22. Chill, temperature 103°. Locliia normal. 

R.B.C. 4,000,000; Hb. 78%; V7.B.C. 10,600; Polys. 73%. 

•Prom the laboratories of Columbia Hospital. Milwaukee. 
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Blood Culture — negative. 

1 /IQ/22,. A daily chill the last two days. 

7/17/22. An up and down temperature has persisted, and in the last twenty-four 
hours, four chiUs, with temperature as high as 105°. Soft apical sys- 
tolic murmur. 

Blood culture: — showed fourteen colonies to each c.e. of blood. These 
were minute (about 1 mm. in diameter), colorless, transparent, and 
showed about them typical hemoglobinopliilia, with a dark red accumula- 
tion of hemoglobin for a distance of from one to three mm. from each 
colony. The colonies were made up of extremely small, slender, pleomor- 
phic Gram negative, non-motile bacteria, which could be cultivated only 
on blood agar (B. influenzae). 

7/18/22. E.B.C. 3,850,000; Hb. 80%; W.B.C. 8,900; Polys. 87%. Lochia, normal. 
Episiotomy incision is healed. 

7/19/22. Tran&fusion, 500 c.c., Vincent tube method. Today patient complained 
of pain in her left leg, and in the next few days femoral phlebitis de- 
veloped. 

7/21/22. Chill. 

7/22/22. Transfusion, same method. 

7/23/22. Chill. 

7/24/22. Blood culture: — 10 colonies of B. influenzae to each c.c. of blood. 

7/26/22. Several chills. 

7/30/22. A profuse, purulent, offensive vaginal discharge today, which was not 
present before. 

7/31/22. Vaginal culture: — a few colonies of B. influenzae and a few colonies of 
staph, aureus. Vaginal smear: — many pus cells, great numbers of large 
and small Gram negative bacilli, a few extra-cellular Gram negative 
cocci. 

8/5/22. Bimanual Examination. The left broad ligament reveals a large, board 
like induration, the left adnexa are fixed, and the left fornix is practically 
obliterated. The right adnexa feel normal and are freely movable. 
Culture from Cervical Canal: — many colonies of B. influenzae and a few 
strep, viridans. 

8/9/22. A chill. Blood culture: — negative. 

8/12/22. Chill yesterday. Blood culture: — five colonies of B. influenzae to each 
c.c. of blood. Transfusion, 500 c.c. Same method. 

8/13/22. Slight chill. 

8/30/22. Several cliills have occurred during the last 17 daj’s. 

9/5/22. Temperature reached normal and remained normal during remainder of 
stay in tire Hospital. 

9/16/22. Patient discharged. Bimanual examination (final note) ; uterus is fairly 
movable, and except for a first degree backward displacement, is per- 
fectly normal. The induration in the left broad ligament is somewhat 
less, and that in the left fornix is almost gone. No mass is found. 

2/15/23. Patient has remained free from symptoms. 

Discussion . — Several points seem of importance in these four cases. 
There is a marked similarity of the two cases of pelvic abscess, and 

of the two cases of puerperal infection. The thing which seems most 
strildng is the apparentlj* slight wulence of the strains of B. influ- 
enzae in all four eases. 

The source of infection is unknown in each case, and none presented 
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a recent liistory of respiratory infection of any kind. Kiskaiilt's case, 
liowever, had an attack of “inflncnza” eight or nine years previous; 
Morton’s and Pamulcner’s ease, three years previous, during the in- 
fluenza epidemic, had an illness characterized hy chills, fever and 
cough ■which kept her in hed a n'eek; Tlialhimcr’s case had a se^elD 
attack of influenza 15 years previous; and our ease, four years ago, 
had several attacks of moderately severe “grippe.” 

As has already been pointed out^ the relationship betveen the pelvic 
infection with B. influenzae and the attacks of influenza which oc- 
curred a number of years before is not clear, and the explanation of 
an etiological relationship is not justifiable. Nevertheless, this se- 
quence in all four cases should he borne in mind. 

The two cases of pelvic inflammation had well localized purulent 
pelvic foci, with symptoms of some duration before operation was 
necessary. The infection was therefore subacute in nature and each 
case recovered promptly after drainage of the pelvic abscess. 

Tlie two cases of puerperal infection had a rise of temperature 
and chills on the second and third day after delivery. The 
chills lasted for only three days in the ease previously reported,^ 
but persisted for fifty-five days in the recent case, though there were 
intervals without chills, one as long as nine days. A blood culture 
taken of the first ease four days after delivery during the period of 
chills, was negative and as no further chills occui-red, and the tem- 
perature gradually subsided, no more blood cultures were taken. 

In the second case a blood culture taken on the second day of the 
period of chills was also negative, but on the tenth day a blood 
culture showed fourteen colonies of B. influenzae to the c.c. of blood, 
on the seventeenth day, ton colonies and on the thirtj"-sixth day 
there were five colonies to the c.c. Both cases developed a pelvic 
exudate which gradually absorbed spontaneously. The recent case 
developed a left femoral phclehitis, and also a transitory heart mur- 
mur, which for a time it was feared indicated a bacterial endocarditis, 
but this murmur was only temporary. 

Three whole blood transfusions were performed by Doctor J. L. 
Yates, by the Vincent, paraffin tube method. Transfusions have been 
. reported as of service in overcoming puerperal bacteriemia. The 
transfusions Avere not folloAved by a chill, which they are more prone 
to cause in cases of bacteriemia than in other cases, and a considerable 
drop in temperature followed, lasting for forty-eight hours after the 
first transfusion, for twelve hours after the second and for twenty- 
four hours after the third. After each interval chills recurred, and 
finally ceased eighteen days after the last transfusion, the teniera- 
ture reaching normal five days later. The impression Avas gained 

by everybody in attendance that the transfusions aided the patient 
in her recovery. ^ 
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It is an extremely interesting observation that tbongli both vaginal 
and cervical smears showed great numbers of Amrious types of bacilli 
and cocci, both Gram positive and Gram negatwe, only a few colonies 
of staphylococcus aureus and streptococcus viridans developed in the 
cultures, although mans’- colonies of B. influenzae grew. 

The recoA’-ery of this case, which had a positive B. influenzae blood 
culture, indicates the mild degree of A’irulence of the infecting strain 
of this organism, suggesting that it does not belong to the type of 
influenza bacillus Avhich Cohen® found so fatal in cases of bacteriemia 
accompanied by meningitis in children. 

This case must undoubtedty haA’e been one of puerperal infection 
(source unknoAvn) caused by B. influenzae, Avith the deA’clopment dur- 
ing its course of an infected pelA’ie thrombophlebitis, accompanied by 
a bacteriemia, and then later by a femoral thrombophlebitis and a 
petyie exudate. The bacteriemia disaiipeared Avhen the thrombosed 
A’-eins, which Avere feeding the organisms into the circulation, spon- 
taneously freed themsetyes of B. influenzae. 

We are indebted to Doctor R. W. Roethke for the privilege of 
studying this case. 
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STRICTURE OF THE ESOPHAGUS OCCURRING DURING 

PREGNANCY 

By Porter P. Vinson, M.D., Rochester, Minnesota 
From the Division of Medicine, Mayo Clinic. 

T WO years ago I reported six cases of stricture of the esophagus 
that had occurred during pi-egnancy, usualty as a result of per- 
nicious A’omiting. I haA’e since obseiwed three cases Aidiich are here- 
with reported: 

report of cases 

Case 1 (A349024). Mrs. A. E. K., aged forty years, who was examined at the 
Mayo Clinic, February 2, 1921, had had five pregnancies, four of which were 
normal. A fifth pregnancy had begun in April, 1919, and had been accompanied 
by heartburn, but no other symptom -was noted until in November when persistent 
vomiting began. There was no dysphagia, but all food was vomited within an hour 
after ingestion, and from lack of nourishment the patient had lost considerable 
weight and strength. December 26 a large amount of brown fluid was vomited, 
and accompanying this there was marked burning, and substernal pain. No blood or 
pus was identified in the vomitus. Labor was induced December 28, and a healthy 
baby was born. During the week following delivery the patient did not vomif. 
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l.xit expectorated mueh thick mucus secretion. A week Inter it wns not^d tlia 
fluids seemed to lodge in the lower portion of the csoplrnguf. This symptom was 
partially relieved for a few days by tho administration of belladonna, but soon be- 
came progressively worse and on April 10, 1920, it was nceessary to perform a 
gastrostomy. During the period of vomiting and re.strictcd di-'t, the patient had 
lost sixty pounds in weight. For a few days after the gastrostomy, fluids passed 
through the stricturo into the stomach, but complete closure then occurred, although 
the patient was able to regurgitate into the mouth small amounts of fluid taken 
through the gastrostomy tube. At the time of examination a stricturo, 32.o cm. 
from the incisor teeth, was located and gradually dilated to 44° I\ with complete 
relief from dysphagia. The gastrostomy wound was allowed to close, and the pa- 
tient has continued to carry on the dilatations at home. 

Cas'e 2 (A3C2570). Mrs. E. IT., aged thirty-live years, had been married for two 
years and had become pregnant in May, 1920. She had felt ]>crfectly well until 

about the first of February, 1921, when lassitude and genera'ized edema developed. 

Those symptoms became progressively worse, and at the end of a week incessant 
vomiting began. A normal baliy was delivered instrumentally February 17, but 
the vomiting continued for three weeks. There was verj- definite evidence of renal 
insuflleienc}-. On the ninth day after delivery the patient vomited a large amount 
of blood after which, for a month, her fever rose to 102°; she was semiconscious 
for two or three weeks. A month after tire baby was born, it was noticed that 
there was ohstruetion to the passage of fond in the lower esophagus, and at the 

time of examination at the Clinic, June 23, 1921, fluids only could be taken. 

There had been a weight loss of 23 pounds. A stricture wn.s found, 28.75 cm. froiri 
the incisor tooth, and was dilated with graduated sounds to 43° F. with relief from 
dysphagia. Further dilatations wore carried on at home by tlir patient’s husband'. 

Case 3 (A406774). ‘Mrs. H. G. D., aged twenty-six years, had had two preg- 
nancies, the first of whicli was nnevcntful. There had been considerable vomiting 
during the last pregnancy, and she had lo.st 20 pounds in weight. During tlic Inst 
two months of gestation there had been coiisidorablc di.stre.'^s beneath the xiphoid 
during meals, or immediately aftenvard, wliicli was relieved by vomiting. The 
.symptoms had increased gradually in soveritj-. Tlic patient was examined October 
5, 1922, six months after the birth of the baby, and a .short stricture was located 
just above the cardia. This was easily dilated on October (5 to 45° F. witk relief 
from all symptoms. The following day the patient went out of town to visit 
friends and, on her return in the evening, she complained that her heart had been 
beating rapidly. The next morning marked weakness was noted, and on the eve- 
ning of October 8 she died very suddenly. A dark colored stool was passed, and 
mild, mid-epigastric pain was noted just before death. A postmortem examination 
could not bo obtained, but csophagc.al l.omoTriiagc seems to have been the most 
probable cause of death. 


COMMENT 


In 1878 Zenker and von Ziemsen reported nine oases of antemortem 
rupture of the esophagus and attributed this disaster to esophawo- 
malacia involving the lower half of the organ. They believed that 
the condition was can.sed by "(1) the presence of stomach-contents, 
rich in pepsin and acid, (2) regurgitation, (3) protracted .retention 
of regurgitated food in the esophagus, (4) insufficient warmth of the 

body and (5) cessation or great weakness of the circulation of blood 
supply in the esophagus.” 
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In 1919, and again in 1921 Pringle and Ms associates emphasized 
the frequency of antemortem digestion of the esophagus, and asserted 
that the principal symptom of this condition is the vomiting of black 
or brown material. In some eases red blood was vomited. Sub- 
sternal or epigastric pain was also often noted by them. They exam- 
ined the esophagus in sixteen fatal cases and’ in all, the process was 
limited to the lower portion of the tube. Healing processes were 
observed in some of the organs examined. 

The vomiting of blood or dark colored material was a prominent 
symptom in five of the nine cases observed in the Clinic, and in an- 
other, it is probable that a periesophageal abscess ruptured into the 
esophagus. Six of the patients had substernal or epigastric pain. 
All of the lesions were located in the lower half of the esophagus. 
It seems reasonable to assume that the strictures reported here repre- 
sent the healed stage of a digestive process which occurred in the 
esophagus during life. 
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A CASE OF SEXUAL PRECOCITY 

By Herbert Thoms, ]\r.D., P.A.C.S., Ne\y Haven, Conn., and 
A. A. Hershsian, M.D., Hew H.-vven, Conn. 

T he following case report is submitted for publication in order to 
plaee upon record tlie facts and data concerning an unusual case 
of sexual precocity. 'While it is true that these cases strictly belong 
to the field of pediatrics, yet they arc of interest to the gynecologist 
because, as a rule, it is he who is first consulted by the parents of these 
children. This is due to the fact that, at least in those cases whidi 
arc due to hypersecretion of the ovary, the condition is regarded as 
simply one of menstrual disturbance. Investigations, however, have 
taught us that this symptom is but a minor par't of a complex in 
which probably all the glands of iirternal secretion play important parts. 

In making a differential diagnosis of these cases we must distinguish 
between those which arc due chiefly to pineal involvement, those of 
adrenal involvement and those due to oversecretion of the ovary. The 
case here described is a striking picture of this latter condition, the 
• chief characteristics of which are noted to be, enlargement of internal 
and external genitalia, menstruation, enlargement of the breasts, and 
the presence of pubic hair. . 


The paticttt, J. B., a Eussian Jewess, is at present three years and eleven months 
old, born July 22, 1919. The lather is alive and well. The mother died of biflu- 
enza in 1920. Both the mother and maternal grandmother had a normal menstrual 
history. She has one brother six years of age who appears normal in all respects. 
Both of these children weTc born normally without instnimcnts. The patient has 
never been seriously ill. Tonsillectomy was performed one year ago in July. Denti- 
tion otecurrod at seven months and she began to walk at 11 months. IVhcn she was 
about a year old the father noticed that the breasts wore larger than normal. In 
February, 1923, she went through a period of normal menstruation which lasted 
four days and was accompanied by a good amount of flow. She was seen at tins 
and subsequent times by Dr. A. A. Hershman. Six weeks later a similar menstrua- 
tion occurred which lasted three days. After an interval of three weeks this was 
repeated. Then followed a period of amenorrhea lasting S weeks when another 
3 day flow was experienced. This has been the last period of the present time. 


The physical examination shows a well nourished, plump child in good health. 
The physical apimarance is striking as sliomi by the accompanying pictuic. Tlio 
immediate impression is that of a well developed, mature woman of child stature.. 
The height is 42 in. (norm, for five .and a half yrs.), weight 50 lbs. (norm, for about 
seven and a half yrs.) The physical examination of the head, neck, chest, abdomen 
and extremities reveals notWng abnormal. The breasts are those of a woman. The 
primary areola is well differentiated, the nipples well developed and protuberant. 
There IS no secVetion. There is no axillary hair. The pubic Imir is moderately 
t ick and covers the pubes. The external genitalia show tlie labia to be well devel- 
oped. No internal examination has been made. In order to rule out any possibility 
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of intracranial tumor an x-ray examination of the sella turcica was made. Tlie 
plates show a normal sized cavity in that region. In the recent exhaustive article 
on this suhjdst by Eeuben and Manning (Arch. Fed., xxxix, Dec., 1922- Jan., 1923) 
special attention was directed to . the advanced • ossification of the wrist centers in 
these ca&’es. X-ray examination of the wrists in this case shows beside the centers 
noz'mally present at this age, the trapezoid which usually appears at six years, the 
pisiform which usually appears at 6 and a half years, and the styloid process of the 
ulna which is seldom seen before the eleventh year. The anthropometric and mental 
status of this case was surveyed by Professor A. Gesell of the Yale Psycho-Clinic 



Fie. 1. 


His findings besides the height and weight previously mentioned arc dynamometer: 
left grip 8 kg., right grip 10 kg., (norm, for 72 mos.). Cephalic diameters: longi- 
tudinal 16 cm., transverse 13.2 cm., bracliyceplialic index 82.5. Chest girtli over 
breast 60 cm. 

Mental diagnosis: Ae;eragc intelligence. No evidence of psychopathic person- 
ality or of mental deficiency. Slightly below normal in motor, language and per- 
formance tests. Mental age three and a half j-cpjs. Voice timbre riclier and deeper 
than average, but no s%-mptoms of marked precocity in personality traits. IVc are 
indebted also to Dr. L. H. Wheatley, of New Hawn, for the x-ray studies in con- 
nection with this case. 




Society Transactions 


THE NEW YORK OBSTETRICAL SOCIETY 
MEETING OF MARCH 13, 1923 
Dr. Ralph II. Pomeroy in the Chair 

The, meeting was devoted to a discussion of sociologic topics^ of 
interest to the specialty of obstetrics and gynecology. The following 
papers were presented; 

1. The Broader Aspects of Birth Control Propagnuda from the Medi- 
cal Viewpoint, Hr. George W. Kosmak. (For original article, see 
p. 276.) 

2. Prenatal Care as Viewed from the Public Health Standpoint, 
Dr. Ralph W. Lobenstine. (For original article, see p. 286.) 

3. Control of Midwives, Dr. Harold Bailey. (For original article, 
see p. 293'.) 

DISCUSSION 

DR. ROBERT L. DICKINSON. — Dr. Kosmal; cndor.'ica hotli in liis previous 
paper of 1915 and in the present paper, the great need of study of this problem. 
The National Research Council has decided to put $25,000.00 into study of sc.\- 
life. After going over a good deal of the literature, I say \vn know nothing about 
the normal sex life of the normal woman, basing sucli Icnowlcdgc on good clinical 
wisdom, and it is time wc found out something about it. Wc do not know what 
the normal, or, let us say, the average practice of the ordinarj- husband and wife 
is. We know next to nothing about the cflicacy of conti'accptivcs. Wo have at 
last found out U little about the percentage of their use — not through a medical 
group, but through one of these confounded lay groups that butt into our busi- 
ness and find out something that wc need to know. 

Now, the Cancer Society and one or two of the other tuberculosis groups have 
tackled medical problems led b)' medical men. Suppose the obstetrician and gyne- 
cologist do the same. The start has been made for us. The Bureau of Social 
Hygiene of New York sent out a questionnaire to a thousand intelligent women 
concerning their sex life. Of these 70 per cent wore college and university grad- 
uates and many were teachers. All precautions were taken to secure anonymity. 
The sheets that came back had no names on them. This report of Dr. Katherine 
Bement Davis finds happiness in marriage reported by 87 per cent. Health after 
marriage was reported to be as good or bettor than before marriage in 84 per 
cent. Those who used contraceptive measures (not abstinence) were 74.11 per 
cent. The average number of their pregnancies was two and one-half, and one- 
third of this group were in an age wlien reasonably they might be expected to 
have other children. Thus, if tliis thousand comprises a fair cross section of in- 
telligent American womanhood, the stigma of race suicide can hardly apply or 
the fear of the nation dying at the top. The reasons given for the use of theso 
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measures may be roughly grouped as 30 per cent economic and 30 per cent health, 
and it is noteworthy that the main attack on birth control that it makes for child- 
less marriage, seems to be met by the smallness of the number who took precautions 
because they wanted no cliild. These were 3.5 per cent, and tliis figure includes 
temporary postponements. 

The remainder of the thousand, the group who used no preventives, show 29 
per cent sterile marriages and a very large proportion of one-child sterility. 

Now, if we got busy ourselves, what would we do? We would first study the 
problem and find out what there was to it. We know that contraceptives are 
generally used. The question is, are the}' harmful? Are they harmless? Do you 
know? I don’t know. Are they efiicacious? The social hygiene returns find that 
with the two most effective measures, the use of the condom and the use of coitus 
interruptus, the figures (which have not been published) are about 12 per cent 
failures, but they do not state whether the condom was properly use, tested and 
lubricated. In other words, no medical details of this study have been made. If 
the antiseptic douche was effective in 76 per cent, we must not know whether a sup- 
pository was used before it and so on. The same need holds good with the cervix 
cup pessary. 

Now, how should we attack the problem? It should be done by some organi- 
zation which would study the matter. You er I would not go into such a thing 
unless it was representative, unless some of the leading men of the profession went 
into it. Under those conditions, would you be willing to start a research? It is up 
to the obstetricians and gynecologists to decide physical harm or harmlessness. 
Suppose the money to study the literature, to make the necessary secretarial 
and other organization is forthcoming. Suppose .that men at the head of alienist 
work, the leading T. B. men, say, “For our patients we need the obstetricians to 
make such a study and to instruct our patients in contraceptive methods, and to 
sterilize them when necessary.” Would you be willing to join such a committee, 
to help to organize such a committee? That question was put up to me. Now, 
the need having been shown, and there being no' other organization to undertake 
it, a small group of men have made a tentative outline of what such a thing should 
be, and that group is made up of the Director of the Social Hygiene Association, 
a leading internist, a leading health official, a gynecologist, a prominent nurse, a 
director of a social agency, (other members are to be added), such work, policies, 
personnel and procedure to be strictly under medical control. If they are not, wo 
will have nothing to do with it. 

Dr. Kosmak cannot see the necessity of an office. Well, there has got to be 
some kind of a secretarial office : there has got to be some kind of a loose organiza- 
tion to start the experiment. Patients must be sent to some place to be distributed, 
with a history, with a signed paper that such advice is necessary. Such an office 
would not examine them, but, simply being a bureau of distribution, would refer 
them to a clinic where such work should be done. Then the office assembles and 
studies the results, as such a center alone can. 

Does that scheme appeal to you? Is that the way to attack? Is that the way 
the New York Obstetrical Society should endorse it, or should some Sanger group 
do it? It has to be one way or the other, I agree with Dr. Kosmak as to the 
many objectionable ways of the other method or attack on the problem. I do not 
see any other alternative but for us to guide such a movement to sec that it 
goes slowly, and experimentally, with no publicity, with no general propaganda 
business, in order to avoid the very things which Dr. Kosmak objects to. 

To some of you, to the leaders, I have been asked to send this proposition in 
order to see whether you approve of it, whether these bigger clinics in New York 
would be willing to try out some such scheme as this. 
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DR. G. 'W. KOSMAK. — As Mr. Dicldnson lias well said, this is not a proMcm that 
eau be dismissed by an evening's disenssion. It is something that has agitated the 
world for centuries, and I do not Imow that we are going to come any nearer to a def- 
inite or a satisfactory conclusion, than the Romans did, but they kept at it until Romo 
fell, and then somebody else took it up and they fell, and I suppose that some day we 
will fall with our proposition. The laity is taking this thing up in a “serious 
manner," and wo have the two classes of propagandists that I referred to in my 
paper. I do not like that word propagandist and believe that the proper term 
for them would bo agitators. 

We have one group which is sincere in their belief as far as it goes, but, 
unfortunately, it does not go far enough. I have met with lay groups who thought 
that if they would only bo allowed to get this information from the doctors that 
that would be all that was necessary. They believe that there is an absolute, safe 
and harmless method of preventing conception, and I Icnow some of these groups 
base their faith on one contrivance — some of these women have told me that if 
they only could have a womb veil it would answer the purpose, and they have told 
mo if we could distribute this tiling that is all that would be necessary. Well, 
any of you who liave practiced obstetrics and gynecology know that is not all 
that is necessary. It takes a lot more than that. 

Dr, Dickinson called attention to the necessity for a much closer study of this 
subject than has heretofore been made, a study which would be based on scientific 
information, and not merely sympathetic observation. It seems to me that this 
Society could very well undertake and sponsor the appointment of a committee to 
really study this subject and come into contact with these outside groups and try' to 
sway them in the tight way. I am sure Dr. Dickinson has done a great deal to 
sway certain people in this direction and undoubtedly there are other members of 
this Society who could do likcm'so, and it seems to me, Mr. President, that we 
might well propose the appointment of a committee of five members, to under- 
take in an informal way the discussion of this problem, and when tho opportunity 
offers to bring tlioir conclusions before this Society and their possible relations 
rvith some of the lay people interested. 

Dr. Dickinson’s scheme is tho first rational one proposed. It leaves the carrying 
out of this problem in the hands of the medical profession wliere it really belongs. 

If these “propagandists" are given a leeway, and especially if they are backed 
by certain members of the profession who use their medical title for doubtful pur- 
pose, we are going to get into trouble, and I cannot yet countenance the establish- 


ment of any center at which cases could be referred to other clinics. Now, every 
doctor, and for that matter, every hospital can bo equipped, or can equip itself 
with facilities for distributing contraceptive information, and 1 personally must bo 
more fully convinced of the necessity of establishing a center of this kind. 

Dr. Dickinson has referred to certain contraceptive measures. It is very true 
wo do not Imow whether they are effective or not. Couples come to us after three 
or four years of married life and wonder why they have no children. IVc examine 


them and find many reasons for this. Dr. Rubin's method has shown that a great 
many of these women are absolutely sterile from tubal obstructions. In many 
eases, however, the male has not been e.vamined, and, as wo all know, the female is 
not always to blame. Undoubtedly in 50 per cent of cases tho males are responsible. 

These people get a wrong conception of what this all means, and to prevent 
themselves from having children they use these contraceptive measures, aud later 
when they are tired of it they wonder why they cannot get cliildrCn, and it is 
Simply because the wrong diagnosis has been made in tho case. 



NEW YORK ACADEMY OF I^IEDICINB 

SECTION ON OBSTETEICS AND GYNECOLOGY 
STATED MEETIETG, HELD APRIL PA, 1933 

Dr. William E. Caldwell im the Chair 

Dr. Charles W. Strobell read a paper entitled, Chemical Surgery in 
Chronic Cervical Endometritis with Rationale, Technic and Case 
Reports. 

The operation ■which I am about to describe strikes at the root of practically 
all chronic pel'ric diseases of women, hawng their origin in cervical infections. 
The procedure suggested itself to the writer from a stud}’ of the work of Curtis, 
Sturmdorf and Langstrotli. These men have shown conclusively that ascending 
infections do not often involve tlie pelvic organs by continuity of endometrium and 
lining of the fallopian tubes, but rather by way of the uterine lymphatics, affect- 
ing primarily the parametria and secondarily the adnexa. This conception is ab- 
solutely in harmony -u-ith our knowledge of the ftinctions and operations, in health 
and disease, of the lymphatics in general. In dealing with chronic cervical endo- 
metritis the problem is to remove the diseased mucosa and at the same time to 
destroy infection resident in the glandular prolongations in the muscularis, without 
destruction of these glands; and to preserve intact, through regeneration, the 
musculature, contour and physiological function of the cervix. Long observa- 
tion of the behavior of potassium hydroxide on human and animal tissues — the 
peculiar therapeutic iiillanimatory reaction in structures adjacent to those acted 
upon — the striking regeneration to normal of mucous surfaces, the desirability of 
avoiding cutting, or lacerating procedure.s, coupled with the fact that the chemical 
creates its ou’n aseptic field, led the writer to a trial of this agent as a radical 
cure. Application of this idea has been followed by most satisfactory results. I 
have now applied this treatment to upwards of 100 cases, and without disappoint- 
ment. The novelty of the operation consists in the substitution of a chemical sub- 
stance for the curette, etc., in affecting the radical cure of chronic cervical in- 
fections. 

The best time to perform the operation is directly after the cessation of mens- 
truation, since this will assure ample time for completion of the healing process be- 
fore the next period. It is best to have the patient enter the hospital at 2 o’clock 
in the afternoon, when she is immediately put to bed. The best narcosis is twilight 
sleep carried to the surgical stage. At 4 o’clock in the afternoon, a hypodermic 
tablet containing morphine hydrobromide, gr. hyoscine hydrobromide, gr. i/jooJ 
cactoid, gr. % 4 , is administered hypodermically. At 4:30 o’clock a second tablet 
of similar strength is administered. If the patient rs of the phlegmatic type, the 
second tablet need not be over half strength. At 5 o ’clock the patient is moved 
to the operating room. 

In preparation for the operation, ropes of absorbent cotton, Vi iucli in thicknc.»s, 
saturated with water and wrung out in a towel to near dr^mess arc cut into Vi 
inch sections, to be used throughout the operation. These are of value in pro- 
tecting the vaginal fomices from the action of the chemical, those becoming 
saturated being quickly replaced with fresh ones. The patient is placed in the 
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lithotomy position, ^vith a folded bed sheet pad under the sacnini to take the 
strain from the back. The heels and knees are well supported to secure the utmost 
relaxation and comfort. The field of operation is prepared in the usual way. 

Shaving is not necessary. A glass catheter is used to assure an empty bladder. A 
weighted speculum is placed in position and the anterior and posterior lips of the 
cervix caught up with curved Skene tcnacula. Graduated uterine sounds are then 
successively introduced into the cervix, until a dilator can • bo introduced. Should 
this process disturb the patient novocain solution with adrenalin may be used, 
though this is seldom necessary. Tiro uterine cavity js now explored and any in- 
strumentation that may bo necessary is done. The anterior lip of the cervix is then 
drawn forward by the tenaculum in the left hand of the operator, the posterior 
lip being made taut by traction on the tenaculum in the right hand of the as- 
sistant, standing to the right of the patient. Two of the cotton sponges are 
laid close to the cervix, in the posterior fornix, and. under the tip of the blade 
of the speculum, to protect the posterior vaginal wall. The cen-ix is then mod- 
erately dTa^vn downward and the anterior and lateral fonriccs packed. The cervix 
is wiped dry and filled with adrenalin-soaked gaur.o for two minutes. This 
being removed, the free end of a crayon of C. P. potassic hydroxide, held in the 
gra,sp of a long curved hemostat, is rapidly, j-et gently introduced into tho cervical 
canal, until it meets the resistance of the contracted intcninl os. The crayon 
should bo made to sweep tho walls of the cervical cavity, with a circular, wiping 
motion, under moderate pressure. At tho expiration of fivo seconds the crayon 
should be removed, and the excess liquid caustic and blood mopped awaj'. Water, 
applied freely, is the most cfTcctual neutralizer and control. The sponges in tho 
fomices arc removed and water-soaked sponges applied in rapid succession, washing 
out the deeper portion of tho vaginal sac. The parts are then prepared for a 
second cauterization, lasting only four seconds. The inclination to keep on cauteriz- 
ing must he resisted. Should a third application bo accessary the caustic should bo 
applied for a period not to c.xcecd two seconds. The diseased tissues must be re- 
moved, but only down to the museularis. If this is done properly, tho muscularis 
not only will not cicatrize but the histologic elements of the mucosa will bo re- 
generated, and the canal rclincd with normal ciliated columnar epithelium. This 
operation is simple, safe and aseptic, the loss of blood is negligible, and there is no 
danger of postoperative hemorrhage. 

The dressing consists in lightly packing the forniccs and vaginal canal with two 
thick ropes of plain sterile gauze liberally smeared with sterile vaseline and packed 
around the cervix, the ends projecting from the vagina. This dressing may bo 
removed by the patient at the end of forty-eight hours. Tho patient is seldom 
troubled with nausea or vomiting and after her brealefast the next morning is al- 
lowed to return to her home. The after-treatment consists of the administration . of 
three vaginal douches daily, consisting of warm, boiled saline solution,— one tea- 
spoon of common table salt in each gallon of water. After two weeks t%vice a day 
ndll be sufSeient, until the end of the fourth week when the douches may be dis- 
continued. During these four weeks the patient is inspected every fourth day to- 
make sure that all is going as it should. Under this treatment Icucorrhcal dis- 
charges cease almost at once, cervical erosions, ulcerations and hypertrophies grad- 
ually subside and disappear, and the portio vaginalis resumes its normal form and 
color. The woman experiences a now lease of life and is “headed” away from 
the operating table toward which she was drifting. - 


• DE. ERANGIS W. SOVAK. 
cases treated by a method similar to that described 


DISCUSSION .. ■ ■ 

T have visited Cuvellier ’s clinic and have- seen 
by Dt. Strobell. ' I have seefle 
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them use a sodium hydroxide and lime pencil, -which they forced into the cervix 
and up to the internal os. I brought some sodium hydroxide and lime pencils back 
•uitli me and tried them on 20 cases at Bellevue Hospital. Three days after th& 
treatment the patients complained of profuse hemorrhage and on the day follow- 
ing the treatment they complained of severe pain. Eor three days after treat- 
ment they complained of pain due to an adnexal condition. 

DE. STEOBELL, (closing).- — I am at a loss to kno-w just -why pain and hemor- 
rhage foUo-wed in the cases cited by Dr. Sovak, -unless it -\vas due to lack of fa- 
miliarity and experience mth the chemicals, coupled -with nonconformity to -well- 
kno-wn surgical principles. Also I do not advocate the use of fused soda and Hme, 
as I have had no experience -with it. Certainly in my o-wn -work there has been no 
instance of either operative or postoperative pain or hemorrhage from the use of 
caustic potash according to this technic in the approximately one hundred and 
eleven eases thus far completed. 

I think it absolutely essential to dilate the cer-vix as preliminary to the appli- 
cation of the caustic. Free dilatation affords ready access to both cervical and 
uterine canals, it facilitates exploration, drainage and control, and obviates post- 
operative muscular spasm. Cervical dilatation enables me to see each step of the 
operation and to assure myself that the potassic hydroxide crayon does not penetrate 
to the internal os nor enter the uterine ca-vity. 

I have definitely -worked out the length of time contracts of the chemical and 
the diseased mucosa, -which are five, four and two seconds, respectively and con- 
secutively, to the exact degree of destruction of the diseased tissues. 

Those who have received this treatment have not complained of untoward 
sequeUae, and invariably return to their accustomed duties in the home, ofSce, or 
workshop on either the day following operation, or the next thereafter. 

Personally, my experience -(vith this operation is that it is simple, safe and one 
hundred per cent effective in the treatment of this disease, and if generally em- 
ployed would lessen the need of intraabdominal mutilations fully 50 per cent. 

The formation of sear tissue is not a part of the operation. The technic has 
been particularly developed to ob-viate such a misfortune. Muscularis is not to be 
cauterized, and scar tissue could only result from unskilled application of the 
method. Dilatation facilitates ample access and control. Familiarity -with the 
“drive” of the chemical is the keynote of success. The operation does not in 
the least interfere -with future childbirth; it restores the uterine canal to normal, 
and cures sterility due to cer-vical catarrh. The operation has not interfered -with 
subsequent childbirth. 


Dr. Edwin Wilson Holladay read a paper entitled Treatment of Pel- 
vic Infections. (For original article, see p. 299.) 


Dr. Isidor Kross read a paper entitled Pelvic Inflammations, Their 
. Etiology and Pathology. (For original article, see p. 308.) 

■ ■ DISCUSSION OF PAPEES OF DES. HOLLADAY AND KEOSS 

DE. JOSEPH BEETTATJEE.— Wliile there might be some difference of opinion 
regarding some of the minor points, there can hardly be any discussion about the 
main principles laid down by Dr. Holladay. 

Personally I have never deviated from the line of ultraconscrvatism, in the acute 
stage of pel-vic inflammatory disease. There was a short period when, stimulated 
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by Imports from various sources, I interfered' earlier u-ith the idea of retaining 
part of the pelvic organs, and possibly their function. My results were extreme y 
unsatisfactory, pregnancy practically never occurred and secondary operations had 

to be resorted to frequently. .... - • ^ 

Today I am more conservative than ever before in finding indications for inter- 
ference in these eases; many young -women are admitted repeatedly to my servico 
in the course of years for conservative treatment and thus escape operation. Wlicn 
I do operate, I am rather inclined to bo radical. 

DE. WILLIAM E. STTIDDIEOEE.— One or two points are to bo emphasized. 
liHrst, -with reference to puerperal infections, I know from long experience and 
from the type and amount of material handled that the conservative plan of treat- 
ment, as carried out by Dr. Holladay and Dr. Holden, has given most excellent re- 
sults. One trouble in dealing -with puerperal infection in times past -was, first, 
a guilty conscience on the part of the attending physician, and second, the urgent 
demands on the part of the family -who felt that something must do done. The re- 
sult -was that the obstetrician ti-icd to check up as to whether he had done some- 
thing wrong, and the family were filled' with the old idea that something must bo 
done. Under such circumstances the mere giving of fresh air seems to be a poor 
substitute when the family -wants to know when the obstetrician is going to do 
something. I also know that there is no better place than Bellevue Hospital in 
which to handle such eases. The wards arc suitable and the patients are relieved 
from expense. A ease of puerper.al fever needs careful handling and it is c.x- 
pensivo to pro-vidc adequate care; on the other hand, the lack of adequate caro 
leads frequently to fatal results. I recall one patient who was carried along for a 
period of five months, with a daily visit by the physician and the daily question 
v.'hether to operate today or possibly tomorrow. That patient was visited by many 
physicians and it was always a question whether to operate or to let her alone, and 
we let her alone. That was five or six years ago and the woman has had two 
children since. Such results* could not be obtained in any other place than Bcllcvuo 
or under the conditions that obtain there. Of course the amount of material is 
very great there and I have no criticism with the plan of treatment. I know 
it will give satisfactory results, if the tre.atment is prolonged and the patient is 
carefully watched, and the condition kept under control by caustics or the actual 
cautery or dyes for cleaning up the cervix, and the general liygione directed along 
proper lines. In many of these cases wliich -were operated upon, if treatment had 
been prolonged, operation might possibly have been avoided. 

As to the question of tuberculosis, tlw reader of the paper suggests a 5 per 
cent incidence among those treated at Bellevue. I went over a series of COO tubes 
and found 6 per cent tuberculous. In many there was no evidence on macroscopic 
examination, but tuberculosis -u-as found on microscopical examination. As to treat- 
ment of pel-vie tuberculosis, in cases in which the diagnosis is made on opening the 
abdomen, in -uliich there are adhe.sions in the pelvis and intestinal adhesions, and 
where the tuberculosis is of severe type, it is host that those cases be left without 
surgical interference. When one finds such a condition, it often requires more 
courage to close the abdomen than to proceed with ox^sration. On the other hand, 
in such cases requiring considerable interference, the. result is often an intestinal 
fistula. Unless there has been a long freedom from fever, the absolute indications 
are for letting these cases alone, or not operating until the fever has subsided. 


DE, H. K VINEBEEG.— Are we compelled to wait? Is there no way by which 
we can avoid recurrences until the time is reached when radical operation has to be 
done? It IS a sad commentary on gynecology that we have these patients in 'bed 
weeks and months and yet they are not cured and finally have to come to a radical 
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operation. With improved methods there should be a way of preventing these cases 
from becoming so diseased that complete hysterectomy has to be done. When a 
puerperal exudate exists with fever and there is a subsidence of the fever for a 
few days or longer and then there is a recurrence of this fever, you may be sure 
that you have a pus focus and you may go for it as soon as is convenient. 

As to hysterectomy, where the adnexa have to be removed, if I understood cor- 
rectly Dr. Holladay said that onlj’' when the cervix- is diseased he removes it. I 
think that the cervix should be removed when there is such extensive disease that 
hysterectomy has to be performed and the uterus and adnexa have to be removed. 
In such cases one should take out the cervix because this gives better drainage. I 
never suture the skin when there is pus in the abdomen, I just bring it together 
with adhesive strips and leave in a gauze drain, and it is surprising the number of 
cases that heal up primarily when treated in this way. If one sutures the skin 
he very frequently gets stitch abscesses. 

I am surprised at the figures on tuberculosis of the adnexa. It is my ex- 
perience that rather rarely the uterus is involved. So far as my experience goes 
such a radical operation in tuberculosis is unnecessary. I only remove the pyosalpinx 
if it is on one side; I have done this in cases where the patients have lived fifteen 
or twenty 3 'eaTS without recurrence. The tuberculosis of the tubes is usually uni- 
lateral and where one finds a tuberculous pyosalpinx without involvement of the 
peritoneum I think it is entirely unnecessary to remove the uterus or the adnexa 
on the opposite side. Of course it is different when there exists a pretty general 
involvement of the peritoneum. In these eases it is rare that the tubes form distinct 
pyosalpinges. 

DR. ROBERT L. DICKINSON. — I draw attention to the low mortality that Dr. 
Holladay has • reported and I can explain that mortality having seen his service 
operate. You must remember that the service at Bellevue gets a rotten type of 
cases and that there are many prostitutes; it is not a simple class of cases to handle, 
and to get a mortality as low as the men on that service get is very creditable. 
The reason they get this low mortality is because they do not crowd yards of dry 
goods into the pehus to sandpaper the peritoneum to wall off for pus, and they 
do a minimum hauling and maiding of the tissues. They have learned that much 
of the pus is sterile. They know just the point in the culdcsac where the pus is 
going to break out, if it does break out, and watch that point. That is the 
reason their results are as excellent as they are. 

With reference to the paper which reviewed the pathology — ^^Yere those frequently 
recurring cases, the ones that have attack after attack, and that keep recurring? 
Are those attacks reinfections, gonorrlieal ascending infections, or are they mixed 
infections? Are most of these recurrent cases streptococcus infections? Has Mt. 
Sinai enough cases cultured to make a statement of the difference in the mor- 
tality between gonococcus and streptococcus pus tube operations? 

DR. A. J. RONGY.— In 1906 I wrote a paper, entitled “The Conservative Jlcthod 
of Treatment of Pelvic Infection,” which was published in the International 
Journal of Surgeri'. I have had no reason to change my idcws on the subject 
since then, and I fullj' agree with all Dr. Holladaj' said tonight. 

I failed to note whether the mortality statistics included the nonoperative group 
of patients. Some of these patients are brought to the hospital in a moribund 
state, be.vond surgical or medical help, and it is realty unfair to include such 
patients in our statistics. 

I believe that a great number of cases of pelvic infection are due to induced 
criminal abortions. If we wish to reduce the number of pelvic infections in New 
York, it behooves those men on hospital staffs not to treat lightly the criminal 



NEW YORK ACADE'MY OP ^tlEDlCINE 


,359 


abortions, induced by physicians and midwivcs. Abortions arc too often pro- 
tected by the doctors on hospital staffs. It is probable that oO per cent of pe 
infections would not occur, if it wore not so easy for the average woman to procure 


the services of a criToi^ial obortiouist in tUis citj . 

At the same time I feel that the present medical indications for the induction 
of abortion should be revised, as they did not beep pace rvith the-progress that 
medicine has made in the past twenty years. 


DE. WILLIAhl P. HEALY.— When I have been able to recognize a definitely 
infected ovary, I find it will not clear up without operation. The sooner such a 
condition is taken care of the better, if the general infection has subsided. 


DR. hlAURICE O, HAGID. — ^^Vhat has impressed me this evening is that almost 
everybody spoke of an infected cervix as being the cause of many gjmecological 
troubles and Dr. Yineberg’s appeal to the young men to find ways and means so that 
these cases shall not come to the operating table for hystercetomy. If wo studied 
our eases and took the proper care of the cervices, we would avoid many hysterec- 
tomies. Pathologists have shown us that the diseased cervix is fundamentally the 
cause of many conditions other than those present in the cervix itself. I was sorry 
to hear Dr. Stroboll refer to Dr. Sturmdorf ’s tracheloplastic operation as an amputa- 
tion of the cervix. This operation is not an amputation. I have followed it for ten 
3’cars and have seen many patients delivered who have had this operation performed. 
I cannot see, when we have this surgical procedure, uithont any dang."r, why wo 
should seek other methods and other operations for tlic euro of ciironic cndocervicitis. 
Dr. HoHaday spoke of a modified Sturmdorf. I should like to know what kind of a 
modification ho roferi-ed to, for, after all, the fundamental principle of this trachol- 
oplastic operation is to enucleate the infected mucosa without disturbing the mus- 
cular mechanism of the cervix and to rclino the raw cervical canal with healthy 
vaginal mucosa, thus giving the woman a chance to bear healthy children without 
impairing the function of the cervix. Dr. Strobell has not told us whether the use 
of caustic in his procedure results in functional impairment of the cervix or not. Ho 
states that ho has used tho procedure one hundred times but has not told us whether 
these women have since borne children. Dr. Strobell emphasized that he removes 
the focus of infection. So do we, but in a much shorter time and without danger of 
forming scar tissue in the cervical canal, which may interfere at the time of child- 
birth. 


DE. HOLLADAY, (closing). — In reply to Dr. Brettauer’s remark that ho was 
surprised at the relative number that came to operation and as to how conservative 
we were in that number, I might say that a fairly good percentage of the cases 
operated upon had a fibroid condition complicating the salpingitis or other pelvic in- 
fection. The fibroids were present but the infection giving symptoms was what 
brought them to the hospital and they were operated on when in condition. On the 


other hand, I think that possibly he may not liave been able to keep his patients in 
bed long enough for the infection to sulxside sufficiently. They may have been allowed 
or went home too quickly so that there is danger that when they return and have to 
have an operation something more radical has to be done because the disease has 
progressed so far. We have tried to be conservative and have had patients go out 
and return three or four times before they received operation. 

In the hadly matted up tuberculoms cases to which Dr. Studdiford has referred wo 
would remove nothing either if it looks as if tho intestine might bo injured with 
danger of a fistala resulting. This is a condition that is not to be borne lightly and 
we seek to avoid its occurrence. ” 

Dr. Vineberg remarked that if he does a hysterectomy he makes it a complete one. 
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Oa oar service there are a number of different operators and we do not make a prac- 
tice of doing the complete operation in the hj’sterectomy cases on account of the 
sliglit increase in the risk. In some cases -we clean up the cervix with cautery be- 
forehand so that we do not have a diseased cervix when we come to the operation. 
In other cases we remove the cervix below at operation and decide when we get in 
above whether hysterectomy is indicated. In this way wo do not burn our bridges 
behind us and have to do the complete operation if the uterus has to be removed. 
I shall not attempt to put the number of our tuberculous cases against Dr. Vineberg’s 
cases for he has scon many more cases. I have given statistics from the literature 
and not my own. 

With reference to Dr. Rongy’s question as to the nonoperative mortality; that was 
shonm in Chart 1. It was l.G per cent including both the operative and nonoperative 
mortality. I did not separate the operative from the nonoperative in estimating the 
mortality rate. We do not protect the midwives or doctors in abortion cases. Everj^ 
case of abortion is reported to the Board of Health. To bear witness to tliis fact if 
you come to Bellevue j-ou will always find a policeman sitting on the job. 

As to the question of what was meant Iw the modified Sturmdorf operation, I 
believe that if j'ou are going to call an operation the Sturmdorf operation, it should 
bn done just as he does it, and if not, it should not be called Ms operation. We put 
an additional suture on either side to control bleeding. We do not call it a Sturm- 
dorf operation because we do not do it as he does. 

DR. KROSS, (closing). — In answer to Dr. Dickinson’s question in regard to the 
cases with repeated attacks, I would say that the infection spreads by the lymphatics 
and becomes periuterine and peritubal, reaching the peritoneum in tliis fashion when 
the tubes are closed; when they arc open the infection spreads along the mucosa 
and, on reaching the fimbricated extremity of the tube, spills over into the peri- 
toneum. In a fairly large series of animals I produced in one-half a general 
septicemia and in the other half a general peritonitis. I then treated one-half 
of them conservatively and the other half were given protein injections. I 
found that the animals that received the protein injections had a much shorter 
duration of life and a larger number succumbed. In addition there were two 
cases recently reported in the literature in which the patients had an anaphylactic 
death. So on the basis of experimental knowledge and of these two cases I 
think it is wise to proceed carefully with protein injection. 


THE NEW YORK OBSTETRICAL SOCIETY 
MEETING OF MAT S, 19SS 
Dr. Ralph H. Pomeroy in the Chair 

Dr. Robert L. Dickinson presented a Brief Review of the 1923 Report 
on Prostitution by the American Committee of Fourteen. 

The renewed interest in social problems oa the part of our Obstetrical Society 
leads one to present a statement of real progress in a matter in which we often 
despair of progress. 

The Committee of Fourteen was organized in 1905 to secure the suppression 
of the disorderly resorts, knorvn as Raines Law Hotels. To fit the Raines Law a 
few rooms were added to saloons for the purpose of classing the saloon as a 
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hotel, then these accommodations vfcro -worked to hring in profit by leasing a 
room more than once in a single evening. The Committee eitcctod the suppres- 
sion of these hotels and of many disorderly resorts, and this n-as done largely by 
securing cooperation n-ith the brewers who financed the saloons and ivith the Surety 
companies that bonded them, through an appeal to the big breweis and to tho 
directors not to give aid, by their ''hotels," to commercialized prostitution. Tho 
Committee has been instrumental in securing amendments of the Tenement House 
La-w, making it more eCcctivc against tho o-wncr as -well as the prostitute and her 
exploiter. The Committee has also contributed to tho suppression of prostitution 
by close observation of court proceedings, bringing the results to the attention of 
the judges and thcrebj’ enabling them to do more successful -work. Combined ef- 
fort, official and volunteer, against prostitution has produced noticeable results. 
This report maintains that New York has less open -vice than any other of tho- 
■world’s largest cities. 

Since tho recent changes in licensed traffic in liquor the Committee's staff no 
longer is occupied with investigations of saloons and hotels. Its intensive study 
has now been turned toward the proceedings in the Woman’s Court. This court 
has become of no little importance in the efforts to suppress prostitution. Tho 
largo assignation hotels have been closed by progressive police action. A case in 
point was tho notorious resort on East 14th Street run by the ex-pugilist Tom 
Sharkey. His conviction and prison sentence closed tho place. 

Tho work of the Committee is done in cooperation with the police. Tho diffi- 
culties connected are many. Owing to the disagreeable nature of the work reliable 
new police officers arc not easy to secure. New ones arc constantly needed, for 
officers so employed soon become known to tho older law breakers, and hence are 
unable to secure evidence. New men lack the experience to secure efficient evi- 
dence against clever offenders. Again, since tho closing of tho saloons, always 
centers of information, evidence is less easy to obtain. The same difficulties af- 
fect tho members of the staff of the Committee of Eourtcen. 


The Committee believes that the customer as well as the prostitute should be 
punishable as a vagrant, but no satisfactory amendment of the law or solution of 
this problem has yet been drafted. 

The general closing of assignation hotels has been mentioned, but some hotels 
still need careful watching and a few arrests of women in hotels are still made. 
The furnished room house, the apartment house and tho taxi are tho problems on 
which more intensive work is being done. No claim is made that commercialized 
prostitution has ceased to be a .serious social problem. The venereal disease re- 
ports are e-vddence enough. Though less venereal disease than tuberculosis is re- 
ported by the Health Department, it is believed that the proportion of the former 


■unreported is many times more than the incidence of the latter. 

A stricter supervision of dance halls, theaters and other places of public re- 
sorts -would aid, but the American public is now in the throes of the greatest 
paternalistic governmental effort to regulate individual life that has ever been 
attempted and further attempts at regulation, unless of undisputed need, cannot 
anticipate favorable consideration. The long sought buildings for a Woman’s 
Court and House of Detention will be a landmark of progress. Eor these the 
funds have been appropriated. 

. recidivism. Prostitutes con- 

vie ed in New York City ha^ had their finger-prints taken since September, 1910. 

lus sure identification permits reconvietions to be studied. It is the comparison 
between the numbers of first and repeated sentences that gives point to this^study 
The report covers 8,152 convictions. scuay. 
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First offenders never icconvictcd constitute S2.2 per cent 

" Casuals reconvicted once some time within live to eleven years, 

constitute one in eighteen, or 5.5 per cent 

Persistent offendeis arc one in thirtj'-scven, or 2.8 per cent 

A studj' of probation eases show that of first offenders only one 

in eleven was reconvicted, or 85 per cent 


Women convicted and sent from the Woman’s Court to the reformatory insti- 
tutions may be detained for three years. The House of the Good Shepherd, the 
Inwood House, and the House of Mercy report on 92.5 individuals placed in their 
care. Among these, the first offenders who were never reconvicted constitute SO 
per cent. Of those not fir.st offenders who were never recommitted we found 70 
per cent. The Bedford Reformatory, reporting on 150 cases (members of a group 
not as promising as those in the other reformatories) show among first offenders 
Go per cent never recommitted. 

It would seem to bo a fair comment on our part that, as far as convictions can 
prove anything, these results of the work of the courts and the reformatories are 
far more promising than the liteiaturc on this subject would have led us to sup- 
pose. The small number of persistent offenders and the large number of those who 
had been convicted but once stand out in these studies. It will be seen that the 
figures run very consistently to the effect that four out of five of those convicted 
for prostitution or scut to reformatories are not again convicted, and that the 
number of persistent offenders is small — less than 3 per cent. The distressing 
thing about the figures is the steady supplj' of new individuals. The hopeful 
thing is that the j 0 ice are stoadi:y at work and that a group of thoughtful citi- 
zens, persistently study iiig the problem in a broad-minded way do important serv- 
ice to bring about better conditions. This is one of many striking examples of 
what a power a group without power may bo. With no legal standing, but with 
a will to servo with quiet collection of facts, with argument from the facts, and 
intelligent suggestion based on their studies, the darkest of all our social prob- 
lems gets some start toward solution. 


Dr. Albert M. Judd presented a paper entitled. Urinary Symptoms 
in Women Due to Urethral Pathology Only. (For original article 
see page 318 .) 

DISCUSSION 

DR. H. D. FURNTSS. — I havxj seen relatively few of the acute gonorrheas of 
the urethra in the female, and those in a brief space of time, recovered spontan- 
eousl3\ The most troublesome cases are of the chronic type, which I believe are 
not of gonorrheal origin. In a few' cases w-here there W'as a tonsillar infection 
and the tonsils have been removed, I think the}' have gotten better. I agree 
with Hunner that possibly they were expressions of a focal infection somew'here 
else in the body. 

Most of the women we get complaining of urinary symptoms have very little to 
be seen in the bladder. Most of their trouble is located in the urethra or in the 
trigone, and in those people I have gotten the best results along the line Dr. Judd 
has advocated ; that is, local treatment, but in stronger solutions of silver than he 
uses (5-10 per cent) and dilatation with the Kohlman thin-branched stesl dilator, 
with a rubber cover. A dilatation of 35-Prench is usually sufficient. 

A number of these women have very peculiar symptom-complexes; that is, they 
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complain of a condition wliich we might call urethral crises once or twice a day 
or once or twice a week, marked by sudden acute pain in the urethra, which lasts 
an hour or two and spontaneously disappears. It docs not seem to be dependent 
on anything in the way of diet or exercise or drinking. In two or three patients 
there were small urethral diverticula, probably the result of perforating urethral 
abscesses opening in the urethra and leaving a little pocket afterwards. In attempt- 
ing to dissect them out you may injure the sphincter of the bladder. Recently I 
had one where wo were able to get a rather exact picture of a diverticulum seen 
through an endoscope, bj' radiographing the patient with a dental film in the 
vagina, after filling the urethra with sodium iodide. There was a little pocket in 
’ the urethra with a small diverticulum about the size of the end of your finger on 
the side. 

DR. W. P. HEALY’. — ^I had an interesting experience with a case two or three 
years ago with a very intense trigonitis and irritative inflammation of the upprr 
end of the urethra, just at the vesical sphincter. It was only partially helped by 
local treatment and was completely cured by colonic irrigations. A year later 
with a recurrence of her attack she was cured without any local treatment what- 
soever, by eolonie irrigations, so that really bears out Dr. Hunner’s and Dr. Fur- 
niss’ suggestion that some of these cases of local bladder irritative conditions 
are secondary to focal infections elsewhere in the body. 

DR. W. A. JEWETT.— I would like to ask Dr. Judd if he can give us any 
idea of the frequency of stricture in the female urethra, and also the most prob- 
able location. It may have been because I have been careless in observing the 
condition, but, personally, my only experience with the difficulty has been at the 
external os of the urethra. 

I would also like to take a little exception to Dr. Judd’s statement that the 

female urethra, particularly its upper end, is the same as the male urethra. Wo 

have no ejaculatory ducts or prostate in the female. We Iiave the vesical neck 
surrounded by the cut-off muscle which comes down as a funnel in the straight 
urethra, and it seems to me that the conditions are not the same as in the male. 
In other words one would expect to get, instead of what, the genitourinary sur- 
geons speak of as a posterior urethritis, an inflammatory process of the vesical 

neck, just within the cut-off muscle, or anterior urethra, in those eases. 


DR. ALBERT M. JUDD. — I find that the best instrument is the old Valentino 
endoscope. It is equipped with a globe on the bottom and there is no obstruction 
so that one is perfectly free to work through the lumen of the tube. The more 
modem instruments are made with the light taking up part of the lumen of the 
tube. 

I agree with Dr. Jeu’ctt perfectly. Of course, we cannot have the same pathol- 
ogy in so far as we do not have the prostatie portion of the urethra in the fema'c, 
neither do we have the same pathology in the male because we do not, have the 
uterus, tubes and ovaries. 


Regarding the question of frequency of stricture, I cannot give you any figures, 
hut it is found very much more frequently than people have any idea of. I see 
at least two stricture cases in the office every week. 

The calibration of the female urethra .1 do not believe has ever been worked 
out perfectly. 

I do not see why colonic irrigations should not cure urethral conditions in case 
the primary infection is from that source. 

The urethral crises ^hich Dr Diiriii*>s ^enVo n-P t 
from tn, ,.„t tot Sfeno., J lZ ‘ 

and the pain is i^lieved. discharge 
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Dr, Paul T. Harper presented a paper entitled The Utility of Digital 
Dilatation of the Cervix. (For original article see page 315.) 

DISCUSSION 

DR. JOHN 0. POLAK. — I had supposed until I came hero tonight that digital 
dilatation of the cervix was only of historical interest for it is not practiced much 
in this city. The longer 1 practice obstetrics the fewer cases do wo find that need 
to bo expedited in that manner. Notwithstanding my appreciation of Dr. Har- 
per's ability, I still doubt that Dr. Harper fails to traumatize the cervix by 
digital dilatation, even under complete anesthesia, 

"We have for a long time given up all digital manipulations witliin the cervix. 
We find that even bags give trouble, and in the case of these cervices that the 
doctor speahs of, and particularly the primiparous cervix, as I have seen them, I 
cannot quite understand how ho succeeds in getting his dilatation so effectively 
by digital methods, even with complete anesthesia. I cannot see in cases of pre- 
eclamptic toxemia the need for this expediency. Certainly the results in our 
eclamptic cases are far better when treated expectantly than when we use e.x- 
poditious methods of delivery, the accepted plan is to treat the toxemias and al- 
low labor to progress normally. This is borne out in an excellent series quoted 
to us very recently by Williams. In the first 12 years of the service at Johns Hop- 
kins the mortality was 25 per cent with oporativo intervention, and in the last 
series of 10 years when they relied on binding and morphine their mortality was 
reduced to 12 per cent. It is also borne out in the work done in the Lying-In 
Hospital and in practically all the hospitals hero in this city, and wliDe I feel 
that Dr. Harper has something that he personally can do, I think it is bad teach- 
ing to bring back something that we have passed on to history and re-introduce 
it into obstetrics so that it can be used by those who are not so well trained. 

DR. J. MILTON MABBOTT. — ^I will just cite two deliveries by the method 
mentioned in one patient, a primipara and a secundipara, — ^in toxemia incidental 
to chronic Bright’s disease from ■which the woman had suffered before delivery, 
and in fact before marriage. We come doivn to the third delivery, the second 
patient, a Roman Catholic, the mother of four Imng children, who had practiced 
birth control, perhaps by the only proper method, namely, that of abstention from 
intercourse, and having in her fourth pregnancy been the victim of a very severe 
toxemia wliieh had included a partial blindness, was warned against further child- 
bearing, ha'ving been told by an ophthalmologist that a future condition similar 
to the past probably would result in permanent blindness. Nevertheless when her 
youngest child ■was eight years of age, pregnancy again occurred. She declined, 
on the recurrence of the toxemia of pregnancy ■with a great amount of albumin, 
casts, and somewhat scanty secretion of urine, to have any method of interfer- 
ence ■with the progress of the pregnancy until we were assured she might be de- 
livered of a living child, and, in fact, until her o^wn life and ■vision were in danger. 

I permitted her to go on until she ■was afflicted ■with a con^vulsion. She was then 
in the eighth month of pregnancy. I have gotten a valuable point from Dr. Har- 
per tonight. 1 did not realize the necessity of full anesthesia before beginning 
dilatation. But we soon pressed our anesthetic to the full, surgical degree and I 
remember distinctly that although after a rather long interval since the birth of 
the last child, the cervix did not dilate easily, nevertheless the whole procedure, 
at the end of a version by ■which I delivered this child, had occupied from the 
time I introduced my fingers, followed by the introduction of my hand into the 
vagina, one hour and forty minutes. The mother made an imeventful recovery, 
the toxemia disappeared, the kidneys and eyesight returned to normal. 
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DE HAEOLD BAILEY *.— 1 have liad some experience vrith both the Hans and 
the Edgar method of manual dilatation twelve or fourteen years ago, and these 
cases were always dilated under deep ether anesthesia. 

Now. as a matter of fact, it seems to me you cannot produce anytlung re- 
semblino' full dilatation by either one or the other of those methods, and I tlunk 
perhaps” wc misunderstood the spealrer, I think perhaps he intimated that ho 
ended the delivery each time by vaginal cesarean section. At any rate, it seems 
to me that it is absolutely impossible to obtain anything resembling what is 
normally considered full dilatation of the cervix by these procedures. As a re- 
sult of my study of these cases that liad this procedure applied— the outcome of 
which was a paper on shock in eclampsia, I was able to show that these cases 
went through the most severe shock with a very marked drop in blood pressure, 
in manj' instances of 100 millimeters of mercury, and wc, of course, with every 
■one else changed our tactics about a doaen years ago. 

DE. ASA B. DAIHS. — Dr. Bailey has touched upon a point which coincides 
with m3’' experience; namel3'', that it is impossible to secure full dilatation of the 
ceiwix by digital force. It is possible to carry such dilatation to a point which 
will admit the fist doubled to its largest size but this docs not mean complete 

dilatation nor docs it allow room for the passage of the fetal head or breech. 

Many of the stillbirths, birth injuries, and lacerations of the cervix arc due to 
forcible delivery by forceps or version through an incompletely dilated cervix. 

It has been my fortune to •witness the -various methods of forcible delivery 

practiced on. a rather largo scale in an experience covering a considerable num- 

ber of years. There was a time- when it was considered imperative to deliver the 
convulsive toxemias with the least possible delay. Eortunately, such cases hav’e 
largely disappeared and our ideas concerning the treatment of the few cases wluch 
■u'e now see liave been radically revised, to the great advantage of mother and 
child. 

At one time accouchement fored was believed to be the best method to follow. 
Digital dilatation soon became laceration, until it could be carried no further. 
This was 'follon-ed by forcible delivery which extended the laceration in too many 
cases; so that large vessels were torn open, uterine and vaginal packing was re- 
lied upon, but was rarely efficient; with the result that a considerable number of 
these cases died from hemorrhage plus the toxemia, but largely from hemorrhage. 
This was true of Duhrrsen incisions, and following the use of the Bossi dilator. 
With the conception of toxemia and its treatment as understood at that time, 
delivery by cesarean section was a decided improvement. In very rare instances 
this method of delivery still has its place in the treatment of eclampsia. 

It is conceivable that by the use of light anesthesia for a short time, with re- 

peated digital dilatation, allowing the patient to come out from the influence of 
the anesthesia and complete the dilatation by her own forces, in carefully watched 
and well selected cases, this method can be of value. 

DE. CHAELES G. CHILD, JE.— I would like to say a word voicing what Dr. 
Polak has said about the few cases in which it is necessary to expedite labor 
today under such conditions, and, furthermore, I desire to state my preference 
for the firm belief that mechanical dilatation by some such instrument as the 
Higgins dilator is far superior to any form of manual dilatation. 

The Higgins dilator has five blades, and was devised some time after the Bossi 

instrument, to which I feel it is preferable. The five blades come together as com- 
paetty as the two blades of the Sim’s dilator, which is a distinct advantage when 
beginning dilatation in a primiparous cervLx with a smaU internal os.- Wlien the 
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dilatation lias progressed to about one incli, the instrument is removed, and over 
the ends of the blades arc fitted flanged Anger tips that impinge above the in- 
ternal os. prewnting the instrument from slipping out as the dilatation pro- 
gresses. The blades arc separated by the action of a wheel, so that the dilata- 
tion can be mado slowb', with little danger of tearing the cervix. In this way 
nature’s method of dilating the cervix, i. c., by intermittent pressure, can be 
closelj- imitated. tVith this instrument the cervix during the latter months of 
pregnancy can frequently be run up to full dilatation in an hour or two without 
any laceration, and at the end of tho dilatation the cervix is thoroughly para- 
Ij'zed and oilers no subsequent obstruction, .a great advantage in cases where 
version is to be performed. In manual dilatation there is greater danger of 
laceration, paralyzation of tho cervix is seldom accomplished, and the Angers are 
often so paralyzed themselves by the severe and unusual muscular exercise that 
any intrauterine manipulation with them later is rendered extremely difficult. 

DB. RALPH II. POJklEROY. — I wonder if there is not a small Aeld for intel- 
ligent Angora in the cernx somewhere between the stage of one Anger, where you 
can just touch tho skin, to which the doctor refers, and the stage of complete 
obliteration of the cervix through which wc expect to bo able to accomplish a 
forced delivery without added traumatism. Neither condition can be attained by 
liand dilatation. 

Tho matter is not altogether undebatablc, and we must never lose sight of the 
fact that there is a sane and physiologic justifleation for the traumatism of the 
ccrn.x. Tlie corinx i.s devoted to being traumatized, even in spontaneous labor. 
It is torn, it is crushed, it is multilated by the voVy forces of the uterus itself, and 
while most of us accept the proposition that cutting is better than tearing, wc 
are not quite sure what the nature of the distention, dilatation, retraction, and 
disappearance of the cervix is in normal labor. At least, I am quite sure that 
Dr. Harper knows more what is going on in that resisting cervical rim than any 
mechanical dilator that has ever been contrived. Perhaps there is a little fleld and 
Dr. Harper is ready to defend himself. 

DR. PAUL T. HARPER (closing). — In presenting this subject I assure you 
.it was not my intention to advocate anything that even savors of the radical in 
operative procedures. 

Repeated references in tho discussion to forcible dilatation and damage to 
maternal soft parts make it apparent that the proposition as stated has not been 
understood. This and our Chairman's remarks prompt me to repeat that digital 
dilatation of the cervix has been offered as a method of frst-staffe treatment, the 
fleld for which is admittedly limited. Accouchement fored as commonly understood 
was characterized as "in disrepute" and discussion relative to it •seems far from 
the point. 

In answer to Dr. Bailey’s question I may saj- that all cases upon which digital 
dilatation is pi-act.iced early in labor arc certainly not delivered by vaginal cesarean 
section. No mention of the method of ultimate delivery was made other than 
reference to the fact that "in suitable cases, met at or near the seventh month, 
properly conducted digital dilatation can almost invariably be carried to a point 
where immediate vaginal section can be done." 

I cannot subscribe to the proposition, stated I believe by Dr. Polak, that cases 
of progressing toxemia and eclampsia go into labor spontaneously and progres? 
toward uneventful delivery so often that operative interference is rarely required. 
The latter is very often demanded if a reasonable margin of safety is to be ac- 
corded mother and child. 
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I agree with Dr. Davis that frequency of toxemia and eclampsia is decreasing 
and that each, eclampsia in ])articular, is a highly preventable complication of 
•pregnancy; but the business of prophylaxis, for reasons that are apparent, is as 
yet by no means 100 per cent efficient and provision for meeting ca^es of the 
kind must bo made. 

In fulminating cases of toxemia and especially in cases of eclampsia, where 
intelligent eliminative treatment is being carried on and cure or spontaneous labor 
is not promising, it is imperative that conservative measures that will bring about 
emptying of the uterus bo instituted at once. 

Use of tho “bag” is a conservative measure but it is far from wholly efficient 
as a dilator. On occasion it produces little response and less dilatation: but little 
lessi often it occasions uterine overaction and progress in dilatation is obstructed. 
Digital dilatation is offered as a substitute for the bag in cases where tho ele- 
ment of time to he consumed in labor is important. With all muscular tone com- 
pletely removed by deep anesthesia, digital dilatation is as safe and is far more 
rapid than hydrostatic; and I attempted to show why the intelligent finger is more 
efficient as a dilator than the purely mechanical clastic bag. 

It is in the rare toxic case that is doing poorly, that is not in labor but should 
be, that digital dilatation, possibly repeated two or three times, promises most. 
It hastens the business of emptying the uterus when such a procedure is highly 
desirable, and cervical and lower segment lacerations do not result tvhen anesthesia 
is icompletc and the procedure is carried out slcillfully. 

In reply to Dr. Pomeroy’s suggestion that a bag would seem preferable to 
digital dilatation in cases of premature, dry labor, where tho readily compres- 
sible and easily in.-jured head has been driven well into an incompletely dilated 
and firm but thin external os, I will say that introduction of a hydrostatic dilator 
in cases of the kind is difficult and often impossible when dilatation has well ad- 
vanced. Careful digital dilatation under ether removes undesirable pressure from 
the head hastens delivery and leaves the cervix intact. 

Finally, I repeat that digital dilatation under ether, far from being advo- 
cated as a routine procedure, is indicated in a small number of cases where 
maximum speed in delivery consistent with safety is called for, and it is so em- 
ployed by us. We respect the integrity of the cervix and lower uterine segment, 
and records of postpartum examinations made on patients accorded the treat- 
ment show no increase in cervical laceration becansc of it. 
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B y what method medical publishers select the manuscripts which 
they publish must CAmr remain a mj’’stei’y to the uninitiated. Doubt- 
less appeal to a wide audience and the likelihood of a prolonged demand 
play no small role. From decade to decade the type of book changes 
and only the fewest treatises or monographs preserve their appeal. 

The first book to be considered in this review, is one that deals with 
every S3''stem in the bod.v except that of the female genital tract, and 
yet i do not hesitate to recommend it most highly to every gjmecologist 
and obstetrician. 

It is a sign of the times that a book of this character is selected for 
translation and that a publisher for it can be found. Even the lay 
public is coming to know that mere manual dexteritj’’ does not make 
a good surgeon. Pathology is receiving increasing attention and Patho- 
logical Phj'siologj'^ is eonstantlj’’ growing in importance. Those read- 
ers who insist upon direct applieabilitj’^ of their reading to so-called 
“practical problems” will find that Rost’s book fulfills even that cri- 
terion. For example the supposed causation of such important lesions 
as ulcer of the stomach, fat necrosis, gall stones, etc., are thoroughly 
discussed; the serious results from absorption after intestinal obstruc- 
tion, blocking of the portal vein, sepsis from peritonitis will be found 
in its pages. The literature, especiallj'’ the continental soui'ces, are 
freely quoted. By judicious interpolations the translator has added 
the more important American contributions. 

The thoughtful reader will be impressed by the fact of the immense 
number of, as j’^et undecided, problems and of the importance credited 
by the author to the nervous sj'^stem. 

This book should prove an exhaustless mine for those seeking new 
viewpoints, and a stimulus to the surgeon who is interested in func- 
tional restoration. _ • i • 

Another book, though neither strictly gynecological nor obstetrica,!, is, 
however, of utmost importance to the members of both these specialties. 

The incidence of premature birth is great; the mortality of these 
infants is appalling. Proper prenatal care and facilities for safe- 
guarding the premature infant after birth are necessary. 


JXhe Patlioloffical Physlolocy or Surgical mscase. Heidel- 

Treatmcnt of Surgical Aftections. Bv Professor Dr. foreword by 

berg. Authorized Translation by Stanley P. I^eimann, M.D. WOth a Forewra py 
John B. Deaver, M.D.. LL.D., Sc.D., F.A.C.S. P. Blakiston's Son & Co.. Philaueipnia. 


36S 





REVIEWS AND ABSTRACTS 


. 369 


Hess® divides Ms monograpli on premature and congenitally diseased 
infants into four main parts, dealing respectively with; (1) the etiology, 
physiology and pathology; (2) nursing and feeding care; (3) general 
diseases such as gastrointestinal, respiratory, sepsis, syphilis and dis- 
eases peculiar to the premature ; and (4) the outlook for the premature. 

Prematurity implies birth at least three weeks before term, but 
weaklings and the congenitallj' diseased or debilitated are hard to 


exclude from the discussion. 

Part I contains a wealth of well arranged material partly collected 
from the literature and partly from the author’s records. The char- 
acteristics of the various organs at different stages of development are 
particularly valuable. 

In Part II every detail is described with minute care. Breast milk 
is advised in every instance, but if this is unobtainable simple formulae 
for modif 3 dng cow’s milk are given. The heated bed is given pref- 
eranee over the closed type of incubator. 

In severe instances of stridor thymieus one or two treatments with 
Roentgen rays are advised. Premature infants with atelectases do not 
respond well to mechanical stimulation. Of the premature born with 
signs of active syphilis almost all die. Hess advises that the placenta 
be examined histologically for signs of syphilis. The reviewer feels 
that such examination is too uncertain to be of much value unless 
strikingly positive results are obtained. Even twins may show a posi- 
tive Wassermann reaction in one and a negative reaction in the other. 
In nearly 50 per cent of syphilitic infants the "Wassermann reaction 
does not become positive before the third month of extrauterine life. 
Of diseases peculiar to the premature, rickets, anemia and spasmophilia 
are described. 

In arriving at a prognosis it is well to remember that few infants 
under 27 weeks survive; also within limits, that a small older child 
has a better chance of living than a younger one that weighs more. 
If the newborn cries, stays awake and shows vigorous movements the 
outlook is good. Famous prematures include Newton, Rousseau, Vol- 
taire, Cuvier, Victor Hugo, Lamartine and Renan. 

The book is well illustrated and contains a wealth of interesting topics 
valuable to the pediatrician and obstetrician, 

Schroder’s textbook of gynecology^* is of unusual interest from sev- 
eral points of view. Schroder is one of the most promising of the 
younger group of gjmecologists. He has done exceptionally good work 
in connection with the study of the menstrual cycle, having demon- 
strated that the “functional” lajmr of the endometrium is east off 
with each bleeding. In this book we are able to see that his laboratory 
training has not unfitted him for clinical activity. 

The book of 662 pages of large format, contains 324 illustrations, 
of which those not photomicrographs were drawn by the author’s wife. 
The ar rangement, in conformity with modern tendencies, is according 


Congenitally Diseased Infants. By Jui.rus H. Hes.s, M D Pro- 
Vem^e^-“fAa?isory^BoaJd College of ”Medi- 

™ Dr, M.a. B„„„, 

filtats-Prauenklinik in Kiel. Mit S24 Direktor der Univer- 

bigenTafeln. Leipzig, ml im Text und 3 far- 
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to systems, not organs. The anatomy and physiology are most ade- 
quately dealt "with. Then anomalies of the menstrual cycle are treated 
in a masterly fashion. The author places ovulation on the 14th to 
16th day after onset of the last menses, and considers “Miitelsclimerz” 
as an effect of the rupture of the follicle. Like most objectively trained 
physicians he ascribes little or no efficacy to the ovarian extracts on 
the market. 

The changes of position of the uterus, including prolapse, are some- 
what summarily treated. Anteflexion is discussed as a malposition. All 
inflammations of the genitals are eon-sidered in Chapter V, and peri- 
tonitis is here likewise discussed. The number of proprietary chem- 
ical preparations mentioned under the treatment of gonori-hea is quite 
amazing. 

Chapter VI deals with foreign bodies, injuries, cicatrices, hematoma 
and hematocele. This arrangement separates perineal tears from pro- 
lapse of the uterus, in connection with which they logically should be 
discussed. An excellent chapter on malformation follows. Cysts of 
the genitals, this signifies retention cysts only, appear quite isolated 
and disconnected in a separate chapter. 

The chapter which deals with all tumors of the genital tract occu- 
pies 160 pages. The histologj’- of neoplasms is well presented and 
lilustrated. The prognosis of, and the method of dealing with, ovarian 
tumors is most inadequately presented. Schroder has heard of only 
40 to 50 cases of carcinoma developing in the cervical stump though 
Polak collected close to 250 from the American literature alone. 

This brings up the point that, as far as Schroder is concerned, 
America still waits to be discovered. I find Cullen’s name once casual- 
ly mentioned, but if anj' other American author has been quoted I 
have missed the citation. Occasionally an English or French name 
crops up. 

Operative technic is not discussed. The type of operation, how- 
ever, is clearly indicated. Conservative measures are described in more 
detail. The author’s therapy is admirablj’^ conservative. The hook may 
be regarded as a good example of the views and tendencies of the 
younger school of German gynecologists who show a return to conserva- 
tive trends and who are Availing to turn to immunology, radiotherapA' 
and “medical” measures as aids or even substitutes for the scalpel. 

Slightly disguised, under a Spanish cloak, but yet characteristic, 
appears a good translation of the 16th edition of Karl Schroder’s 
Gynecology edited by Hofmeier of Wurzburg.'* The book is excellently 
gotten up, Avell illustrated and brought up to date. The reyicAver 
confesses a distinct fondness for the references in the form of foot- 
notes, as carried out in this edition. The modern Avay of bunching all 
the literature at the end of a book, not even according a seiiarate line 
to each reference, is economical — but nasty. 

Another Spanish translation is that of Fabre’s (Lyons, France) 
Alanual of Obstetrics.® This is a small Amlume of 344 pages based 

‘Trataclo de Ginecoloffia. For M. HoPMEirR. Professor de OJ’Ste’'*’’*’'?/. 
logia de la Universidad de "Wurzburgo. Oon 297 Figuras en el Texto y 10 Jjaminaw. 
UdSa iiiuitoriai v. isaivat Barcelona. ii#22. 

“Manual de Obstetricia. Por el Prop Fabre, de la Clinica Obst^trica ‘le la 
Pacultad de Aledicina de Ly<5n, Miembro correspondieiice ue i- .-icfideiii.a o lyl’ 

Vol I. Parto Normal, Tercera Edicldn, Illustrada con 23S flguras intercaiaaas 
en el texto, Barcelona. 1923. Casa Editorial P. Salvat. 
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upon the third edition. The illustrations are striking, of the poster 
type, well calculated to impress the student. Altliough gloves are 
advised the accoucheur’s hand is pictured without these essentials. Un- 
due emphasis and undue space, considering the elementary character ol 
the book, is accorded to the author’s method of registering uterine con- 
tractions by means of the metreurynter and tambour. Only normal 
labor and puerperium are discussed. 

Of older date (1920) is an entirely Spanish Obstetrics by Girol," 
an imposing volume of 974 pages. Of especial interest are several 
gross sections of the pregnant uterus at term and in labor and an 
exceptionallv large collection of fetal monstrosities from the medical 
museum of the Madrid School. The book shows the influence of the 
best methods of all countries, but shows little evidence of the develop- 
ment of a Spanish school. 

From Ireland we have a “Practice of Midwifery” by Gibbon Fitz- 
gibbon," for three years Master of the Rotunda Hospital in Dublin. 
This book is disappointing throughout. In his effort to adapt his work 
to the need of the student, Fitzgibbon ha.s so studiously _ suppressed 
his personality and his undoubted knowledge that the text is drab and 
does not bring out fully the practice current at the Rotunda. We 
note, without approval, the use of the left lateral posture during de- 
livery and the use of the term “abortion” up do the twelfth week, and 
of “miscarriage” from the twelfth to twenty-eighth week. The sole 
point of interest is a cursory report of over 200 cases of eclampsia 
tx’eated by gastric and colonic lavage, subcutaneous infusion of bicar- 
bonate solution and venesection with a mortality of only 8.87 per cent. 

Returning to this side of the Atlantic we take up Plass’ “Obstetrics 
for Nurses.”® This both consciously and unconsciously shows the in- 
fluence of the Johns Hopkins School as exemplified by Whitridge Wil- 
liams. The book is good, but is too theoretical for nurses. With but 
slight change and some additions it would prove a useful book for 
the medical student. We are more and more prone to expect the nurse 
to know too much and to do too little. 

Sellheim’s Obstetrical and Gynecological Metliods of Examination® is 
a useful guide to the advanced student or budding specialist. Much 
of what is usually picked up haphazard or never learned is here pre- 
sented in an orderly fashion. The book will also prove of use to the 
teacher. The clear cut lino drawings are excellent. 

Liepmann’s Course on the Obstetrical Phantom^® is more specialized 
than th e preceding, dealing exclusively with obstetric diagnosis, maneu- 


“Tratado do Oljstetrlcia. For el Dk. I). Sebastian Rbca.sens Girol, Catedrdtico 
de Obstetricia y Ginecolosia de la Facultacl de Medieina de Madrid; 
Acad6mico de la Ueal de Medieina ; Presidente de la Academia de Obstetricia. y Gine- 
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Gibbon Fitzgibbon, M.D.. B.Ch.. B.A O CDub TIniv 1 
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Hopkins Medical School. New York. 1922 D Tppleton & Confpany®^®^"'"" 
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^n.’es and operative methods. It is profusely illustrated with figures 
showing a resemblance to those of Parabeuf and Varnier. 

The “Causation of Fetal Death,” by Eardley Holland^^ is published 
by the English Ministry of Health. It deals with 300 fetuses of viable 
age and summarizes an elaborate and painstaking research. Complica- 
tions of labor, including antepartum hemorrhage and postmaturity ac- 
eount for 51 per cent of deaths, syphilis for 16 per cent, toxemia 10 
per cent. Holland suggests that proper antenatal care aiid better in- 
struction to the medical student will greatly reduce the mortality. 

An old friend, but of undiniinished value, cropped up in v. Neuge- 
bauer’s monograph^“ on twin pregnancies in heterotopic sites, pub- 
lished in 1907. One hundred and sixty-nine cases are recorded. Since 
that date the literature has contained manj’’ additional reports. Even 
these old statistics contain six cases of ovarian and nine of the inter- 
stitial site of one of the ova. 


The University of Chicago Press in 1917 published a small mono- 
graph bj’’ Newman on the “Biology of Twins. In clear nontechnical 
language the human twins, the Armadillo twins (two pair from a 
single ovum in one species, and twins due to fusion of two ova in 
another species) and the rare freemartin of cattle are discussed. Now 
(1923) appears a second monograph by the same author on the “Phys- 
iology of Twinning. Twinning, according to Newman, requires to- 
tipotence of blastomeres. In certain forms, as for example Tunieates, 
each part of the egg has a prospective value, hence isolation of blasto- 
meres produces merely parts of an individual instead of two individuals. 
Newman, in opposition to Stoddard, considers double monsters incom- 
pletely divided single embi'yos. The opposite view is that they are two 
individuals partly fused. The entire animal scale is reviewed for 
data. The books are of considerable interest to the medical man. 


More specialized but of eveir more far reaching interest is an account 
by Bresslau,^® formerly of Strassburg, of the development of the milk 
gland which characterizes the large group of mammals. The studies 
were conducted mainly on the material collected by Prof. Semon while 
on his trip to Australia, material which had already been worked over 
by Gegenbaur and Klaatseh. Bresslau believes that the /hilago of the 
breast, as appearing in the embryo of echidna, corresponds to the 
brooding spot noted in certain birds and pliilogenetically bridges the 
gap to those ancestors of the mammal Avho hatched eggs. In the mono- 
tremes no nipples are found; in the marsupials these organs are pres- 
ent. In placentates the breasts, whether a single pair or in multiple. 


“Xhe Causation of Foetal Death. By Eardley Hoeeand, M.IX, F.:R.C.S., ^.K.C.P., 
Surgeon at the City of London Maternity Hospital. Assistant Obsteti ical 1 nj s 
at the London Hospital. London, 1922, Published under the Authority or 
Majesty's Stationery OfRce. 

“Zur Lehre Von Der ZwiUingssclitvangerscltaft, mit heterotopem Sitz 
Von Franz Ludwig von Neugebauer Bibliothek medizinischer Monographien, u 
I, Leipzig, Verlag von Dr. Werner IClinlchardt. 

“The Biology of Twins (Mammalsj. By Horatio Hackett Newman. The Uni- 
versity of Chieago Press, Chieago. 111. 

i*Xho Physiology of Twinning. By HORATIO HaCKETT NeWSIAN, Profepor of Zoology, 
University of Chicago. The University of Chicago Press, Chicago, ill. 

“The Mammary Apparatus of the Mammalia. In the CAght of 
Phylogenesis. By Ernest Bresseau, M.ii., late Professor of Zoolo^ In the umver 
sity of Strassburg, with a note by James P. Hill, U.Sc., P.R.S. Jodrell Prof 
Zoology, University of London, with 47 Illustrations, London, Methuen &. Lo. 
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develop along the “milltline,” an epidermal ridge extending along the 
lateral aspect of the trunk analogous to the Anlage seen in monotremes 
and marsupials. There are gaps between all three tj’pes, bridged by 
Huxley’s prototheria and metatheria — a fascinating monograph. 

The trend toward nonoperative therapeutic measures in g;\Tiecology 
is shown by the little brochure in French on the technic of Thure 
Brandt. This almost forgotten method is rcdescribed in glowing 
terms. The gynecologist will derive profit from its perusal, due allow- 
ance being made for the overenthusiasm of its author, Doctoresse Helene 
Sosnowska.i® The gynecologist of today rarely avails himself of this 
method of massage, most useful in bringing _ about the absorption of 
sluggish exudates or to overcome pelvic adhesions. 

A further French publication along lines of conservative therapy 
is the one on Radium in Gynecology by Siredey and Gagey.^' It is 
based on 700 cases, but it is to be regretted that the cancer eases have 
been observed for only two years. Furthermore, today, no such book 
can pass muster unless Roentgen ray applications to the pelvis are 
advised to fortify and to complete the treatment by radium. 

Teuwth’s^® short pamphlet praises radium therapy of cancer of 
the cervix highly. It contains a good resume of the German literature, 
but gives no new facts. 

In contrast to the foregoing, a French hook dealing solely with 
curettage (indications, technic, accidents and results) is difficult to 
account for.*® The reviewer is more and more inclined to relegate the 
curette to the discard except as a means of diagnosticating intrauterine 
conditions. During the course of exploration, in some instances, curet- 
ting at least temporarily relieves bleeding if due to a hyperplastic 
endometrium. For retained placental tissue, when intervention is neces- 
sitated by hemorrhage, the placental forceps should be used. The 
author, Fiolle, preaches the opposite doctrine and is a fairly active 
interventionist. 


“Obstetrical Tables” by Anderson®® is a quiz compend of the now 
happily obsolescent type. The booklet must be of use in “cramming” 
for examinations, otherwise it would not have reached a second edition. 

“The Anatomy of the Female Pelvis” by Maguire®* fails of being a 
successful attempt to present this region to the student of g3Tiecology. 
In eomiection with the lecture and dissecting room the book may pass, 
but, adorned by four execrable diagrams, the result is failure, if no 
anatomical material is available. 


Hehr er of Dresden discusses the causes and treatment of sterility 

«XherapeuU(iue GyneoiHogiqxic, ludieations at Technique de la Methode de Brandt. 
Avec 17 tlgures dans le texts. Dr. HClkne Sosnowska. Baris, 1922, Gaston Doin 
fiditeur. * 

I’l-e Radium en Gynccologio Par A. Siredey, & Jean Gagey. - Paris, 1922 “L’Ex- 
pansion Scientiflque Francaise.” 

... Operation des Gebaermuttcrlcrebses durch die StraldenbehnTnll,inn- 

Von Medizinalrat Dr. Neuwirth. VTien und Leipzig-, 1923, Wilhelm BravMtme” 

„ Fioeeb, Professor k I’dcole de Mddecine do -M-n-r 

seine, Chirurgien des Hopitaux. 1922, Masson Et Cie Editeurs. ■^®'*®®***® “Ar- 

Sydney, 1922, Angus & Robertson Ltdf *•* Anatomy, University of Sydney. 



374 THE AMERICAN JOURNAL OP OBSTETRICS AND . GYNECOLOGY 


in a most interesting- fasliion." He laj’-s great and probably undue 
stress upon dyspareunia, especially upon psyeliieal dyspareunia as a 
cause. In his opinion both myomata and cystic ovaries are due to 
prolonged disturbances of sex life. Therapy, to a large extent, should 
be directed toward enlightenment of tlie couple and along psychanalytic 
channels. A wealth of information is contained in this short mono- 
gi-aph. 

The same subject is treated by the Frenchman Batuaud,-^ from a 
purely mechanistic angle. It follows that his therapy is directed more 
toward the cure of cervical lesions and to ovotherapJ^ 

A related subject is discussed by Fricdjung-'^ in a small broehui-e. 
He suggests that the first sex instruction '.should be given to childr-en 
of between 4 and 5 years by their parents, and that fuller details ought 
to be given between the lltli and 13th year. The question is a burning 
one, especially in Germany, where the percentage of boys infected with 
venereal disea.se has risen tremendously since the war (in the j^ear 
1919 in Berlin of all patients 28 per cent were boys). 

Presumably for grown ups, because it is “For sale only to members 
of the Medical Profession” is '\^an Teslaar's “Sex and The Senses.”’® 
Part I is devoted to dermal stimuli of every variety, including touch, 
tickle and kiss ; their effect s.ymbolieall 3 ^ and somaticalljL Part II deals 
with autoerotism or masturbation starting with the nursing infant. 
The view that masturbation per sc is not necessarily harmful will be 
shared bj’- eveiy phj-sician of experience. This book will appeal more 
to professional psj'-choanalj’^sts than to gjmecologists, wiio, as a class, 
are usuallj’- not readily impressed bj' “sexological literature.” 

The preceding tw’O publications form a natural transition to several 
volumes destined to enlighten the nonmedical public. 

Simon’s book on “Syphilis”-® is written in nontechnical language 
for the laity — “for our children wiien the}'- reach sixteen j’-ears” as he 
says. The exposition is far too detailed, how'ever, for the average reader 
in whom it is likely to breed morbid fear or to produce ennui. Phj'^s- 
ieians -will find much of interest in its pages. 

Lane-Claypon-" has wu-itten a readable and insti'uctive book on the 
hj^giene of women and children destined for the enlightenment of the 
nurse and health visitor. Perusal of its pages throw's interesting side- 
lights upon the baekw-ardness of some of the middle sized old British 
tow'ns in disposal of refuse and sewage. In regard to rural condition 
our ow'n conditions are probably on the same plane as those discussed 
by the author. The book is sane and Avorth AA'hile. 


“TJrsaclien and Beliandlunp der -Dnlrnclitbarkeit, nach modernen 
zugleich ein Beitrag zu den Storungen des Sexuellen Lebens, besonders dez- JJysp - 
eunie, von Prof. Dr. Kehrer, Geheimer Medizinalrat, Direktor der btaaiiiciieii 
Prauenklinik, Dresden. Mit 4 Tabellen, 13 Kui'ven und 2 Abbildungen, Dresden u 
Leipzig, 1922, Vei-lag von Theodor SteinkopfC. 

^La Sterilite Peminlne, Ses Causes son Traitement, Aveo 23 figures dans le tex e, 
Dr. Jules Batuaud, Paris, 1922, Gaston Doin, fiditeur. 

-mie Geschleclitliche Anfklaeriing im Brziolningswerke. Ein AVegweiser 
Erzieher und Arzte, von Pi-iv.-Dozent Dr. Josef Iv. Friedjung. AA'ien und Leipzig, 
1922, A'erlag von Josef Safdr. 

“Sex and the Senses. By Janies S. Afan Teslaar (For Sale only to Members of 
the Medical Profession) Boston, Kichard G. Badger. 

“La SypMUs. Avec 41 figures dans le texte. Dr. Clement Simon. MSdeein de . 
I’Infirmerie spSciale de Saint-Lazare, Paris, 1922, Ernest Flammarion, Lditeui. 

“Hygiene of AVomen and Children. By Janet E. Lane-Clatpon, M:.p., D.Sc.^ 
(Lond. ) Dean and Lecturer on Hygiene In the Household and Social 
ment. King’s College for AA'omen : Justice of the Peace : Formerly ^®dical inspecio 
Under the Local Government Board. London, Henry Frowde and Holder & btougnio . 
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Because of a preconceived preindice at having to review still another 
book on the feeding, diet and general care of children the one written 
by Bell”® proved a most pleasant surprise. It is cloarcut, snappy, to 
the point and most informative. Even the chapters dealing with^ disease 
do not arouse the annoyance which attempts to make a diagnostician of 
the mother usually produce in a physician, because of the tactful way 
in which this difficult subject is handled. A book worth recommend- 
ing to mothers. 


=sFccdinB, Diet and the General Care ol ClUldrcn. A Book for MoUiers and Trained 
Nurses By .^lbbut J. Bell, A.B., M.D.. Assistant Professor of Pediatrics in the 
Medical Bopartmont of the University of Cincinnati ; Attending Pediatrician to the 
Cincinnati General Hospital, The Tuberculosis Hospital and the Christ HospRal : Mem- 
ber of the Medical Milk Commission, and Chairman of the Divislonal_ Council on 
Child Hygiene, Cincinnati, etc. Illustrated, Philadelphia, 1023, P. A. Davis Company, 
Publishers. 


Selected Abstracts 


Syphilis and Tuberculosis in Pregnant Women 

Williams, J. Wiiitridge; Value of the Wassennaim Reaction in Ohstetrics. Bul- 
letin of the Johns Hopkins Hospital, 1920, xxxi, 141. 

In 4000 women delivered during the period tinder consideration, 449 or 11.2 
per cent presented a positive reaction during pregnancy. Its incidence was much 
greater in the black than in the white women, being 16.29 per cent and 2.48 per 
cent respectively. In other words, a positive Wassennann was noted in every 
sixth colored woman as compared with every fortieth white woman. Wliat is 
the significance of a positive Wassermann reaction occurring in a pregnant 
woman? Does it mean that she has syphilis, and will she transmit the disease 
to the child? To the first question, Williams is not prepared to give a con- 
clusive answer; in answer to the second question, he states that it appears con- 
servative to assume that the evidence at his disposal inudicates that less than 
one half of such women, and possibly even a smaller number, will bear syphilitic 
children. One baby in 100 (43 out of 4000) will have syphilis even when the 
maternal Wassermann is negative, and, consequently, one is not justified in 
claiming that the most ideal prenatal care can entirely eradicate the disease 
as a cause of fetal death. Turning to the consideration of the significance of 
the fetal Wassermann at the time of delivery,' a positive result was obtained in 
38 of the 4000 observations, approximately 1 per cent. This means that only a 
small fraction of the children born of mothers with a positive Wassermann pre- 
sent such a reaction. Macerated children are not available for the test as their 
blood is already “laked.” Reviewing the follow up records of these children, 
Williams concludes that a positiye Wassermann at birth does not necessarily 
imply that it will remain so; and conversely, that a negative Wassermann at 
birth does not necessarily mean that it may not become positive later; and- that 
ttie information obtained by the Wassermann made from the fetal blood at Lrth 

is not commensurate with the time consumed, nor the money expended in such 
investigations. ■' i- 

microscopic study of the placenta that 
the syphilitic lesions occurring in it are extremely characteristic and afford more 
conclusive evidence of the e.xistence of syphilis than the demonstration of Z 
Zonr Wassermann, and in general tally fairly closely with Z 
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wliieli was in iiiaikod aoiitrast lo the 40 per cent ohtained from a j)ositive matcnial 
Wassormaiiii reaction. 

According to Williams, the possibility of .spermatic infection and the ad- 
missibility of Colics’ law have not yet been conclusively proved or disproved 
and consequently should be regarded as still suh jndicc. C. 0. Mal.vxd. 

Ross and Wright: The Incidence of Congenital Syphilis Among the Nev/ly Bom. 

Lancet, London. 1921, ce., ,121. 

The object of this work was to determine the difference in the incidence of 
congenital syphilis among the newly born in a mining town and in an indus- 
trial town. The results wore based upon the Wassermann reaction of the pla- 
cental blood, the specimens being collected by midwives. Each specimcir undw- 
went the test in two separate laboratories. In 2S4 of the .100 blood specimen.s 
examined from the mining district the results of the two laboratories were iden- 
tical, while in 10 eases there was some difference in results or other fault. 
In ton of the total 300 specimens from the mining district a positive Wasser- 
maim reaction was found by both laboratories, or .1.5 per cent. 

In the industrial area the number of specimens examined was considerably 
le.s.s, only 40 being obtained. Of these one .specimen or 2.5 per cent g.avc a posi- 
tive test. 

They feel that while the number of blood specimens examined was too small to 
draw any definite conclu.sion.s, yet the number of positive reactions obtained was 
significant, and calls for further investigation of unsclcctcd cases as well as from 
those where cither parent is known to be infected so the reliability of the test 
may bo definitely gauged from the results achieved. Finally they believe that 
the finding of 3..5 per cent positive results is highly suggestive of the prevalence 
of apparently undiagnosed syphilis in the general popuhition. 

XoRjr.rx- F. MihLEn. 


Willenbucher, F.: The Wassermann and Sachs-Georgi Reactions During Labor. 

Archiv fiir Gjuitikologic, 1923, cxvi, 558. 

iStudj- of these two reactions in the blood of 14G patients in labor has confirmed 
the presence of a non-siiecific inhibitor of hemolysis giving a falsely positive 
Wassermann in labor in a small percentage of cases — 3 out of 90, known to be 
free from syphilis; S days later, these three were again negative. In 78 cases 
the Sachs-Gcorgi test gave no false positives. 

Willenbucher gives a thorough discussion of the mcchaai.sm of the Wasser- 
mann reaction. K.vmsay Spitaaian. 

Stiilimer, A., and Dreyer, K.; The Unreliability of the Serum Reaction for 
in Pregnant and Parturient Women. Zcifseln-ift fiir Gcburfshulfe und Gjuia- 
kologie, 1921, Ixxxiv, 289. 

The authors studied the Wassermann reaction in 250 parturient and 37 pregnant 
women and present the following conclusions: 

The serum reactions for syphilis during pregnancy and particularly during par- 
turition are unreliable. In about 10 per cent one lias to deal with non-specific 
inhibitions, sometimes of marked degree. 

The retroplaeental blood gives the most uutvustwortliy reactions. Arm vein 
blood gives better results, but here also a tendencj' to inhibitions occurs not 
rarely. Cord blood gives fewer non-specific positive reactions but is not usable 
since it may give a negative reaction in the presence of definite lues. 
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The various modifications sliow varying percentages' of error; the precipitation 
reaction of Saclis-Gcorgi is the most reliable. The cause of the non-specific re- 
actions may be ascribed to metabolic changes in the liver or placenta. The 
authors regard the factor of unreliability so great that a serological laboratory 
in connection with a maternity docs not warrant the cost and effort involved. 

Maroaret Schulze. 


Pomini, r.; The 'Wassermann Reaction on Retroplacental Blood. Annali di 

Ostetrieia c Ginecologia, 1922, xliv, OSS. 

In order to control the work of Ivrukenberg the author has investigated 100 
cases from the standpoint of the Wassermann reaction found in the vein of the 
arm, in the retroplaccntal blood, and iii the fetal blood from the umbilical vein. 
He finds that there exists in the retroplaccntal blood a strong tendency toward a 
positive reaction, which is influenced by strong uterine contractions, but more 
especially by the constitution of the placental villi. In luetic patients the retro- 
placcntal blood is often more strongly positive than that from the arm, while a 
negative reaction of the retroplaccntal blood is indicative cither of the absence 
of syphilis or of a probable cure of the condition if such has existed. Deviation 
of complement is probably due to lipoids expressed from the ifiaccnta by utci'inc 
contractions; such lipoids probably arc present in all retroplaccntal blood. The 
results obtained by the author tend to confirm Krukenberg’s finding that the 
blood from the umbilical vein can be influenced in o per cent of eases by adding 
placental extract. Tiios. E. Goetilals. 


Kilduffe, E. A.: Concerning the Wassermann Test in Its Eelation to Pre-Natal 
and Congenital Syphilis. American Journal of the jMedieal Sciences, 1922, 
clxiv, 677. 

Kilduffe makes a tliorough survo}- of the Hteraturc and places tlic proper iii- 
terprotatiou on the work done. Very properly he puts the work of Williams at 
the head of the list. Tlie follow-up-systciu used by Williams iirovcd that a Was- 
sermann po.sitivc newborn maj^ become negative without treatment, and that a 
Wassermann negative may become positive within three years. He also points 
out the unreliability of tlie Wassermann test during pregnancy, due to lack of 
refinement in technic and to errors of interpreting the findings. 

Most experimenters have used cord blood but they arc at variance as to 
whether a positive Wassermann is indicative of syphilis in the mother onlj- or 
in both mother and child. The cord blood was used by Kilduffe for his c.xperi- 
ments. While his series comprised only 269 ca.ses, the results obtained wore in 
agreement with those of more extensive investigations and show the nnrcliability 
of the cord blood Wassermann in determining the presence of syphilis in the new- 
born. He states that this investigation should bo carried to the extent of in- 
cluding blood from both parents, the child at birth and the child in later life. 

Wm. Keuwix. 


Esch, P.: Seram Studies in Syphilis of the Newborn from Healthy and Luetic 
Mothers, and on the Mother in Latent Congenital Syphilis. Zentralblatt fiiv 
Gynakologie, 1923, xlvii, 709, 


Esch and icloch last year reported 195 investigations of blood from the um- 
Mical vein with two strongly positive, two weak positive, and three doubtful 
Wa sermanns, where the mother’s blood was negative. Eive of these seven 
mothers had reacted positively at one time or other in pregnancy or the puei! 
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The present communication deals with the results of the investigation of in- 
fants with manifest syphilis but negative 'Wasscrnianns, and the effect of recent 
or latent maternal sj-philis in modifying conditions. Blood was taken from the 
arm of the mother and from the cord. Thirty cases were investigated, 12 
“fresh” cases and IS latent cases. In the first group, women who had been 
treated during pregnancy, only 5 showed a positive reaction at the time of birth, 
and in these the child’s Wassermann was positive four times and negative once. 
Of the four positive children two were premature, and two showed definite syph- 
ilitic symptoms. The child with the negative reaction was apparently sound at 
birth. In the remaining 7 cases both mother and child remained negative, though 
two of those children were premature but without evidence of lues. Of the IS 
with latent syphilis 10 were positive, and of the children 7 were positive and 3 
negative. Nine of the children were clinically sound, one with a positive reac- 
tion died on the fourteenth day of visceral lues. Of the remaining S both mother 
and child remained negative, but two of the negative children were premature 
and one showed pemphigus sj-philiticus. The author suggests that blood from 
the umbilical vein can only gi%'c a positive reaction (though it need not do so) 
if the corresponding mother had a positive reaction. If the maternal blood is 
negative the fetal blood is also negative, whether the child or mother be syphilitc 
or not. This investigation shows that study of the fetal blood is useless for the 
diagnosis or exclusion of latent syphilis of the newborn; furthermore, that a 
positive Wassermann is not an indication for anti-sj'philitic treatment. 

Moreover, a positive reaction of the fetal scrum does not always mean maternal 
syphilis. The Wassermann reaction depends on altered lipoid metabolism which 
ordinarily exists in pregnanej'. The serum of syphilitic pregnant women and 
luetic infants must differ biologically otherwise the infants with florid lues could 
not so frequently show a negative reaction. It is possible that positive reactions 
in fetal serum are most frequently due to damage of the placenta allowing con- 
tamination with maternal blood. The fetal lues is in all probability directly due to 
spirochetes from the mateinal circulation. 

One practical point in connection with these suggestions is the importance of 
tying off the child as soon as born before there is the possibility of mixing of 
fetal and maternal blood w'hich might occur during the separation of the pla- 
centa. Little. 

Widakowich, V.: Concerning Spermatozoa of Syphilitic Individuals. Le Semana 

Medica, (Buenos Aires), 1920, xxvii, 633. 

Bew data exist concerning the role of the spermatozoa in causation of abor- 
tions, premature births, and monstrosities so often observed in syphilitic cases. 
No' one has attempted to correlate a hypothetical deterioration of the germ 
plasm with morphologic alteration of the sexual cells. 

Syphilis has a special tendency, among the infections, to be transmitted to the 
fetus, causing the latter to become “heredo-infected. ” In the absence of actual 
transmission of the infection to the product of conception syphilis has the power 
of causing alterations in! the latter, even though it does not actually harbor the 
treponema pallidum, giving rise to an individual who is “heredodystrophic. 

The author believes that a relationship can be traced between hercdodystrophics 
and various morphologic anomalies found in the ^ermatozoa of sypMlitic for- 
bears. The occurrence of isolated stigmata, such as Hutehinsonian teeth, m 
heredodystrophic offspring of healthy mothers seem to indicate that the maternal 
sex cell is not a factor in the case, as well as that the direct action of the 
spirochete is not to be held accountable. 
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• The author has employed spermatodiaguosis in connection with the Wasser- 
mann in several groups of cases; 

A. ) 41 known syphilitics. All showed abundant pathologic spermatozoa. 

B. ) 35 cases of suspected syphilis, of which 

a. 17 cases showed positive Wassermann and many abnormal spermatozoa. 

b. 9 cases showed negative Wassermann and few abnormal spermatozoa. 

c. 9 cases showed negative Wassermann but many abnormal spermatozoa. 

C. ) 9 individuals with healthy children, eliminating one who was alcoholic. 

D. ) 16 healthy single individuals. 

The abnormal forms of spermatozoa noted were those with 2, 3, or 4 heads, 
each of these types having one to four tails; giant and dwarf forms; anomalies 
in size and form of the head, e.g. micro-and amcrocephalics; and anomalies in 
the pars intermedia and the tail. 



Normal spermatozoa 

Pathologic 


per 1000 counted 


Group C.) 8 individuals with healthy children 

average 981.4 

1S.6 

Group D.) 16 individuals, healthy, single 

average 981.4 

18.6 

Group Bb.) 9 individuals, ueg. Wass. 

average 981.0 

19.0 

Group average 33 healthy individuals, average 981.3 

18.7 

Group A.) S syphilitics 

average 922.2 

77.8 

Group A.) 33 syphilitics 

average 949.0 

51.0 

Group Ba.) 17 eases pos. Wassermann 

average 945.2 

54.8 

Group average, 58 syphilitics. 

average 944.2 

55.8 


Of Group Be. the 9 cases with negative Wassermann and abundant pathologic 
spermatozoa, the majority either gave very suggestive histories, or were much 
benefited by empiric treatment with mercury. 

Of 5 eases of heredosyphilis the author found 68, 100, and 117 per 1000 of 
pathologic spermatozoa in three. Turn alcoholics showed 12 and 18 per 1000 
abnormal spermatozoa, respectively. Gonorrheal complications observed by 
author caused no increase in pathologic forms. Thos. R. Goetteals. 


Hinton: The Wassermann Reaction in Pregnancy. The American Journal of 

Syphilis, 1923, vii, 155. 

Hinton made a study of the Wassermann reaction in 10,427 pregnant women 
collected from four institutions. He thinks the results are representative of the 
average women of the dispensary class in Massachusetts. While the positive re- 
action varied from 1.57 per cent in one institution to 5.6 per cent in another, 
the average was 4.1S per cent. Adding to these the doubtful cases, which he 
considers to represent insufficiently treated cases, he obtains a total incidence of 
8.3 per cent of pregnant women with syphilitic taint. 

Hinton’s extensive experience has led him to the conclusion that properly 
standardized cholesterinized antigens yield a negligible number of false positive 
reactions in pregnant women. « -p, -rtrouTTQ 


Shipley, P. G., Pearson, J. W., Weech, A. A., and Greene, 
of the Bones in the Diagnosis of Syphilis in the Fetus 
Johns Hopkins Hospital Bulletin, 1921, xxxii, 75. 


C. H.: X-ray Pictures 
and in Young Infants. 


The anthers made a study of 300 white fetuses (listed as normal in the Car 
negie Institute of Embryology) ranging in age from the sixth month of intra- 
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Uterine life to nearly term. Of these 25 irer cent had marked signs of osteal 
s^Tiliilis and 4G out of the iirst 100 bodies examined had well marked or suspicious 
lesions. The most frequently and most severely affected bones are in order of 
frequency; the lower end of the femur, the distal and proximal ends of the tibia, 
the distal ends of the radius and ulna, the extremities of the metacarpals, the 
proximal ends of the phalanges, and the proximal ends of the ulna and radius. 
Any bone may bo involved. “The shadow.s resulting from syphilitic lesions in 
early life arc due to vagaries in the calcification of the provisional cartilage and 
to the abnormal arrangement and distribution of the osseous tissue." Endo- 
chondreal defect is the most important in the fetal type. Periosteal involvement 
usually appears after birth. Eleven characteristic x-ray pictures of syphilitic 
hones in varioii.s stages of the di.scase arc sliown. Tlio .shadows arc very well 
described and exiilained. Scurvy and rickets must be dilYorcntiatcd from osteal 
syphilis of the fetal tj^io. C. 0. M.vlakd. 

Henrotay, J.: Fetal Malformations and Syphilis. Gynecologic et Obstetriejue, 

1922, V, 2S7. 

The author reports two cases of especially interc.sting malform.ations. One wa.s 
a ea.so with a ventral defect Avith an equino-talus and .spina bifida about si.v and 
ono-half months’ gestation. The mother had two infants at term and one pre- 
mature. Only one avus alive. The mother had a positive AVnsscnnann. In the 
second case the mother had one child IS years old by a former husband. In the 
present case there Ava.s marked cephalic deformity. The mother had a positive 
Wassermann; the father Avas also a syphilitic and had rccciA-cd treatments. The 
mother haa never presented any manifestation.s of this disease. The author also 
removed a hydatiform mole from a Avomait Avho had a positiA’C Wassermann. 
There were also Iavo other deformed infants from mothers both of whom had 
positive Wassermanns. He reports in detail a case seen in consultation. The 
Avoman had had six pregnancies. The first two babies were born macerated, the 
second one possibly Avith a malformation of the head. The third pregnancy re- 
sulted in a living infant. The fourth pregnancy Avas terminated prematurely. 
The fifth pregnancy resulted in a healthy infant delivered bj' forceps. The Was- 
sermann Avas negative at this time. In the sixth pregnancy she AA'.as delivered 
of a child with an eczema. He deliA’crcd a sistcr-in-laAv of an infant AA’ith n 
cephalic deformitj'. Ho also took care of the Avife of the brother of the Ims- 
bands of the pj'cceding tAvo. In these three families syphilis aa-us undoubtedly 
present though it presented no manifestation.s. The three brothers probably had 
hereditary syphilis. The author emphasizes the importance of syphilis in preg- 
nancy and urges obstetricians to inA’ostigate carefully for the presence of this 
disease. F. L. jVdaif.. 

Favreaux, M.: Syphilis and Procreation. Journal dc ^fedicine do Bordeaux, 1921, 

xcii, 551. 

In permitting procreation or marriage in any giA-en case of SA'philis one must 
consider fully the A-irulence and duration of the infection. In cases treated 
early, at least one year of treatment and one year of obscrA'ation Avitli continned 
negative blood and spinal fluid reactions is required. If the infection is of longer 
duration the treatment is continued for tAvo or three years, folloAvcd by one year 
of observation with negative serological reactions. Tlic reaction of the spinal 
fluid mu.st be ascertained in each case. The so-called latent sj’philitie is poten- 
tially infectious thoAigh Aintreated cases of 8 or 10 years’ duration maj' bear 
children apparently healthy. Tertiary syphilis does not seem curable and in the 
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pTcacivcc of nOA-vous involvoiuont one can not authorize procreation or nmrnagc. 
In the absence of organic lesions, pregnancy is alloived after tivo or tliroe years 
of treatment and one year of observation, the Wassermann reaction remaining 


negative. * 

Horcdosyphilitica are dangerous. The .second generation is susceptible to the 
infection of the first and has the appearance of being healthy. Pregnancy or 
marriage arc aUo^Ycd after two or three years of treatment and one year of 
negative serological reactions. In the absence of symptoms the author docs not 
advise treatment for the wife of the old or Intent syphilitic, unless the Atassei- 
niann is positive. 

The laws of Colics, Baninas and Profeta need revision. It is not probable that 
the spermatazoon can carry the treponema. Organisms carried far into tlic 
genital tract by the spermatic fiviid can and do account for obscure cases of 
syphilis that show the late aceidents without ever having had demonstrable early 
lesions. A child born with syphilis, having a syphilitic father has also a .syphi- 
litic mother. This mother can nurse her baby with impunity since .she already 
has the disease. If - the mother contracted her infection in the last weeks of the 
gestation, the child, unless infected in the birth canal, may be free from the 
disease. This baby should be fed on a formula for twenty days (the Wassei- 
manii is not of value before that time). 

Sterility caused by syphilis is exceptional. Pregnancy while it aggravates the 
local (pelvic) lesions, apparently has little influence on the general reaction. 
The influence of syphilis on pregnancy is well known. Abortion, miscarriage 
and premature labor are more common than full term stillbirths. Tlierc arc 
three speeifle lesions that often complicate labor; (1) chancre of the cerrix; (2) 
secondary sclerosis and atrophy of the flbro-muscnlar structures of the cervix; 
(3) infiltration extending into the lower uterine segment from cervical lesions. 
These lesions all interfere with cervical dilatation and predispose to tears. The 
resulting delay in labor may cause death, of the fetus and possible amniotic in- 
fection. Internal medical treatment of cervical ch.nncrc discovered early pre- 
vents stenosis. If early in labor absolute cervical rigidity from the above causes 
is diagnosed, the membranes being intact, one may resort to cesarean section. 
Couvelairo objects to abdominal section for delivery in the presence of florid 
.sj'philis. Incision of the cervix is often necessary to effect delivery. The child 
being dead, destructive operations need not be delayed. 

Malposition, prolapse and inertia arc common causes of dystocia with the syph- 
ilitic in labor. Hydrocephalus, ascites and monstrosities frequently alter tlio 
head diametei-s and complicate labor. Although syphilis predisposes to tears, 
infection and decidual endometritis with retention of placenta and membranes, 
involution after labor is fairly rapid. 


Forty-one per cent of fetal deaths in gestation arc due to syphilis. The effect 
of the disease on the infant is proportional to the age and virulence of tho infec- 
tion. The Wassermann or Hecht reactions arc of little value iii the newborn 
before the twentieth day. Placental hypertrophy i.s rare in syphilitics treated 
with arsenic. Manonelian has found the vessel walls of tho villi and cord to 
contain may spirochetes. From the pathological study of the placenta, Favreauv 
coyludes that tho salts of arsenic are efficacious in the pregnant syphilitic 

Idiosyncrasy to arsenic among pregnant women and nursing motli- 
ers. Treatment during pregnancy should be vigorous and continued. The author 
.fvocates the use of neosalvarsan, starting with 15 centigrams and Z JTZ 

etf Iw Srtforftr^^^^^ 

veins the author advocates intramuscular injections of noira^sln'or snHarst'^^^^ 
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^Mercury is not sufficient in the treatment of infantile syphilis. If sinus or 
intravenous treatment are not practical intramuscular injection is made. If the 
treatment hy mouth is to he employed, lactate of mercury (1-1000), G to 8 drops 
per day per kilogram veight arc given in t%s-cnty day series. The treatment of 
choice in infants consists of mercury rubs (% gm.) daily for 10 or 15 daj's, fol- 
lowed by the subcutaneous or intramuscular injection of sulfarscnol every 4 or 
5 days for S doses. Ten days’ rest periods arc allowed between the courses, con- 
trolled, by blood and spinal fluid reactions. W. IV. Shuttek. 

Cniickshank, J. N.: Syphilis as a Cause of Antenatal Death. British hledical 

Journal, 1922, No. 3222, p. 593. 

From a study based upon the Wassermann reaction of over '3,500 specimens of 
blood and upon the clinical- records of 1,000 pregnant women the author con- 
cludes: (1) That between 9 and 10 per cent of women of the “hospital class’’ 
in Glasgow show evidence of syphilitic infection. (2) That the results of the 
Wassermann reaction in the blood of the newborn are of little value in proving 
the presence of congenital sj'idiilis. (3) That the incidence rate of congenital 
syphilis has been greatly exaggerated by most recent writers. (4) That syphilis 
in the mother cannot be shown to bo a factor of predominating importance in the 
ctiologj' of the interruptions of pregnancy in the earlier months. (5) That sj'ph- 
ilis is one of the most important causes of stillbirth and of interruption of preg- 
nancy in its later months, leading to premature birth, and, more particularly, to 
premature birth with death of the fetus. F. L. Adair. 

Moore, J. E.: Studies on the Influence of Pregnancy In Syphilis. The Course of 

Syphilitic Infection in Pregnant Women. Bulletin of the Johns Hopkins Hos- 

intal, 1923, xsxiv, 385. 

In this article the author draws the following summary and conclusions: 

(1) A critical study of the clinical and o.vpcrimental evidence in the literature 
shows that in all probability neither Colics’ law nor the theory of paternal trans- 
mission of syphilis directly to the fetus are valid. (2) The clinical data supplied 
by this study of 178 pregnant women with positive blood Wassermann reactions 
and 22 non-pregnant mothers of syphilitic children supports this belief. (3) 
Forty-four of these women, or 22 per cent, had outspoken lesions of early or late 
syphilis at the time of admission. Of the remainder, syphilis was proved or 
strongly suggested by the history, physical examination, response to treatment, or 
subsequent course, or a combination of these factors in 72 per cent. , In only 21.5 
per cent of the total 200 cases, therefore, were all evidences of syphilis (except 
a positive blood Wassermann) lacking. (4) This study also demonstrates that 
the factor of pregnancy may cause striking delations from the usual course of 
syphilitic infection. If impregnation and infection approximately coincide, or if 
infection occurs during the course of pregnancy, the patient may develop the 
usual early manifestations of syphilis which are, however, much milder than if 
she is infected independently of pregnancy. Of those pregnant patients in whom 
the probable date of infection could be compared with tlie type of lesions present, 
approximately one-half behaved toward infection in this manner. (5) A slightly 
larger proportion of women, if infected with syphilis at about the time of im- 
pregnation, fail to develop any of the usual early lesions of syphilis. Under these 
circumstances, it is fair to assume that pregnancy is the factor which suppresses 
the lesions of the disease. (6) In a few patients (in this series, three of 200 
women), the response to infection acquired at the beginning of or during preg- 
nancy is markedly altered. The usual time relations between primary and sec- 
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ondary syphilis are much prolonged; on the other hand, the interval hotmeen 
early syphilis and tortiarisni may be mneh shortened, and grave lesions of a 
tertiary type may appear early in the course of the disease. (7) The protection 
against early lesions of syphilis afforded by pregnancy may persist over a long 
period of years and possibly for a lifetime. Spontaneous cure of sj'philis seems 
in a few instances to have been the ultimate result. In those women of this 
series who developed late syphilis, the viscera, and particularly the cardio-vas- 
cular apparatus were especially prone to involvement'; whereas tertiary lesions 
of the sldn or bones and ncuro-sj'philis, either clinical or asymptomatic, were 
rare. (8) It is shown that in 33 of those 200 patients, the blood Wassermann 
reaction gave anomalous results. In 10 per cent of the pregnant women with 
secondary syphilis, the reaction was negative. In the women with latent syphilis, 
it was prone to vacillate markedly without treatment; and in a number of cases, 
a negative or positive reaction during pregnancy spontaneously changed to the 
reverse after delivery. The possible factors responsible for this condition are 
briefly considered. (9) The nature of the mechanism by which pregnancy causes 
these .alterations in the course of syphilitic infection is unknown. Various pos- 
sibilities arc mentioned. C- 0- Malaud. 

Pindley, Leonard: The Antenatal Treatment of Congenital Syphilis with Sal- 

varsan and Mercury. British Medical Journal, 1921, No. 3178, p. 887. 

The treatment of congenital syphilis has been unsatisfactory. The author was 
unable to obtain a cure in 10 per cent of the children under one year and in 50 
per cent of those .who first came under observation when over one year old. In 
many of the cases considered cured there was subsequent return of clinical mani- 
festations. The author estimates that 20 to 30 per cent of the pregnancies in 
syphilitic mothers result disastrously to the fetus. The results of antenatal treat- 
ment have been satisfactory. The author reports only 15 cases. In only one of 
these was the fetus lost. These children have subsequently remained well, some 
of them having been under observation as long as 7 years. The mothers subse- 
quently gave birth to non-syphilitic children. The author thinks that pregnancy 
is a particularly opportune time for the treatment of syphilis. 

P. L. Adair. 


Boas, H., and Gammeltoft, S. A.: The Treatment of Syphilis During Pregnancy 
with Particular Attention to the Infants. Acta Gynecologica Scandinavica 
1922, I, 309. 


Among 158 pregnant syphilitic women not treated at all, only one baby was 
born without syphilis. Among 87 patients who were treated with mercury before 
pregnancy but who received no treatment during pregnancy, all the fetuses but 
nine were luetic. Of 15 women treated with salvarsan before pregnancy and 
who had no treatment during pregnancy, all but three gave birth to luetic fetuses. 
Among 111 patients who received merem-y during pregnancy, only 31 gave birth 
to normal children, while of 79 who received salvarsan during pregnancy, 60 had 
healthy babies. Nineteen of 26 patients who received salvarsan before pregnancy 
and mercury during pregnancy, gave birth to normal infants; whereas 6 of 7 
women who received salvarsan both before and during pregnancy had normal 
eluldren. Jrom these results it is obvious that every pregnant woman who has 
syp libs should be treated with salvarsan during pregnancy even though she mav 

pregnancy. Contraiy to the statements found 
m many books on syphilis, the spontaneous gradual diminution in • 

of lues to the fetus after repeated pregnancies is notTLml. transmission 
the patients are treated during pregnancy ’ t unless 

P- Greenhill. 
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Williams, J. Whitridgc; The Influence of the Treatment of Syphilitic Pregnant 
Women upon the Incidence of Congenital Syphilis. Bulletin of the .Tolms Hop- 
hins ITo.spilal, 1D22, Nxxiii. .IS'L 

Tiitciishe work in the trcatinent and ob.«orvation of a groat many syphilitic 
pregnant women over a number of years, and in recent months a study of a num- 
ber of their children from four to twenty-eight months after' their birth, leads 
Williams to draw the following conclusions: Almost ideal re.sults follow anything 
like ellicicnt treatment of syphilitic jircgnant women. Surprising results may 
sometime.^ follow what would ordinarily be regarded as altogether inefficient treat- 
ment in men or in non-pregnant women, which would seem to indicate tliat 
])regnaut women are unusually umcirablc to autisyjihilitic treatment. Some cases 
were extraordinarily refractory to treatment. There must be something about the 
pregnant eoiidition which mitigates the vivnlencc of the disease and predisposes 
to spontaneous cure. C. O. 5 Iat,axd. 

Adams, Jolm; The Antenatal Treatment of Congenital Sypliilis with Salvarsan 
and Mercury. British iilediciil .loiirnal, 1922, No. .'HSo, p. 56. 

Tile author urgc.s the earliest possible tre.atment of all oasc.s of syphilis. This 
especially applies to newborn babies. He gives some tabulated results of the 
treatment of women during pregnancy and of newborn children. During a period 
of four years there wore IIM mother's with syphilis treated; 31 babies were born 
alivo with positive Wassermanns; 79 -with negative Wnssorniuims ; -1 of these 
babies died later. There were 8 stillbirths. F. L. An.un. 

Kirstein, F.: Salvarsan Bash in Pregnancy. Death in the Puerpeiium. Zcnfrnl- 
blatt fiir Gyniikologio, 1922, xlvi, 163-1. 

Kirstein refers to a case reported by Loi'onzcn (Jient. fiii' Gym, 1921, 39) of 
salvarsan rash aird resultant infection, and reports a similar case where the 
administration of salvarsan to a pregnant woman caused a skin r-ash whiclr was 
r'einarkably irritating. In tho previously r'ojrortcd ease this skin in'itation had 
beerr considered responsible for organisms introduced dining vaginal examination, 
and the author, therefore, undertook vaginal e.xamination with considerable trepida- 
tion. The patient became profoundly infected, and tliongli tho autojisy, some 1-t 
daj's later, showed the presence of a severe infection of the lung, the suspicion 
remains that the dcatli was possibly associated with tho skin rash. 

Little. 

Vignes, H., and Galliot: The Prophylactic Treatment of Hereditai'y Syphilis in 
the Lying-In Hospitals of Paris. Progres Aledieal, 1923, .xxxviii, J. 

Pleading for a more thorough diagnosis and more efficient treatment of syphilitic 
women and newborn babies, this article brings out clearly the various methods 
utilized in the maternities of Paris. To show that syphilis plays an important 
part in fetal mortality the authors cjuotc the statistics of the Baiuloloequc Clinic 
for 1920 — stating that .30 iiev cent of stillbirths and 25 per cent of children 
dying before the tenth day could definitely be ascribed to syphilis. 

According to tliesc authors the disease may be suspected by the history of 
previous miscarriages or stillbirths or by such complications as hydramnios or 
fetal death, also b 3 ' fetal death before or during labor without sufficient other 
cause, or by manifestations of a luetic infection in the placenta. Finallj' the disease 
may bo recognized bj' a careful examination of tiic newborn. 



RKVIlOWS AND ABSTRACTS 


385 


Syphilis oucc Iiiiviiig been recognized, the mother, or if labor has taken place 
and the child survived, mother and child arc immediately subjected to strenuous 
anti-sjiJhilitic treatment. In the maternities of Paris this treatment has been 
assured by the inauguration of treatment stations in the hospitals themselves. 
The authors feel that in this way many eases arc treated who, if mea-ely advised' 
to go to a general hospital for treatment, would bo missed. 

As a proof of the elHciency of early anti-syphilitic treatment the following 
statistics arc quoted: 

21 IVomcn treated before and during pregnancy 

children living 21 

children dead 0 

2P women treated during pregnancy 

children living 27 

children dead 2 

10 women receiving only partial treatment during pregnancy 

children living 

children dead 7 

53 women not treated 

children living 20 

children dead 33 i 

Tiieouoke W. Adams. 

Bernard, L: The Relation of Pulmonary Tuberailosis and Pregnancy. Paris 

Medical, 1922, xii, 22. 

Of IGi tuberculous women seen in 1921, he found that .the phthisis had its 
origin eitlicr during pregnancy or the puerperiuin in over 18 per cent. Of 327 
female patients observed at a tuberculosis clinic in Paris, 81 (24 per cent) had 
recently been pregnant. This convinces him that there is no question that tuber- 
culosis vei-y frequently either has its origin or becomes aggravated during preg- 
nancy or after confinement. 

Of the 81 clinic patients, 55 had not had previous sj-mptoms; of these, 22 devel- 
oped their first symptoms during confinement, and 33 after delivery. Twenty- 
six had had previous manifestations; of these 15 had an aggravation of symptoms 
during the puerperium, and 11 after confinement. Like Bar, Bernard found tuber- 
culosis much more frequent in primiparae than in multiparae. In fact, he encountered 
only one case where the disease did not manifest itself until tlie fourth, and one 
until the sixth gestation. 

He believes that lactation is a most deleterious factor. Of 27 women in whom’ 
the tuberculosis manifested itself after confinement, 18 had nursed their infants, 
while 3 had not nursed them. Iii 6 cases no accurate information was obtainable. 

Nobecourt and Paraf Iiad demonstrated a definite lowering of resistance to 
tuberculosis during pregnancy by the fact that in a tuberculous woman with posi- 
tive cutaneous reaction, this reaction becomes negative during pregnancy. This 
would indicate that the immunity against the bacillus of Koch is definitely lowered 
during gestation. Bernard however-, did not find this to be so in all his cases. 

In spite of these figures, Bernard feels that therapeutic abortion is necessary 
only rarely, provided that the patient receives proper ti-eatment. Especially ik 
fibrous phthisis, the patient usually can be carried through pregnancy without 
very great risk if she is properly handled. Latent tuberculosis usually becomes 
Jiggravatcd only in the latter months of gestation wlieii one naturallj- hesitates 
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doing an abortion in the hope of obtaining a viable child. The production of 
abortion will not always check the disease, the pregnancy usually being only an 
accessory factor and not the whole cause of the danger, as, e.g., in hyperemesis, 
in which the induction of abortion almost certainly cures the patient. The induc- 
tion of abortion in itself is not without danger; it may, not frequently, be more 
disastrous than labor itself. Greater progress in this field will be made by earlier 
diagnosis and treatment. He has seen favorable results even in caseating tuber- 
culosis by the administration of proper therapeutic measures, including pneumo- 
thorax. He has seen tuberculous women, under proper management, pass through 
successive pregnancies, the resulting children being perfectly healtliy. 

Bernard is veiy emphatic, however, about the deleterious effect of nursing, both 
to mother and child. Only under certain conditions, as when the child fails to 
thrive on artificial food, should it be permitted to nurse temporarily, and then 
only under the strictest aseptic precautions. 

While Bernard has no fault to find with those who differ with him, especially 
the obstetricians, yet he feels that the latter, in contradistinction to the internists, 
have taken an altogether too pessimistic attitude towards this question. 

R. E. WOBDS. 

Petruschky, J.: Further Observations on Pregnancy and the Offspring of Spe- 
cifically Treated Tuberculous Women. Monatschrift fiir Geburtshulfe und 
Gjmakologie, 1922, lix, 245. 

In a previous communication (1911) the author has shown that 50 per cent of 
the women with open tuberculosis and 100 per cent of those with closed tuber- 
culosis, who were treated properly, went through pregnancy udthout harm. In 
the former group 58 per cent and in the latter 100 per cent of the children remained 
alive. These figures prove that therapeutic abortion for tuberculosis is seldom in- 
dicated especially in cases of closed tuberculosis. The author also claims that the 
children of tuberculous parents instead of being predisposed to this disease, resist 
it better than other children. 

Operations on tuberculous women should be reduced to a minimum because of 
the danger of metasteses to the operative region. 

Forty patients have been treated since 1911 with as much success as formerly. 
In all the patients the tuberculous process was improved. All the children were 
born free of tuberculosis and remained alive. Of late the author has combined 
pneumothorax with specific treatment. The latter is simple and should be tried 
before therapeutic abortion is contemplated; for when an abortion is performed, 
the child is always condemned and the mother is often made worse. Under specific 
treatment, not only are the children saved but the mothers are actually improved 
in health. J. P. Geeenhua. 

Dumarest, F., and Brette, P.; Pregnancy and Tuberculosis. La Presse Mddicale, 
1922, XXX, 531. 

Prior to the middle of the nineteenth century, pregnancy was held to exert a 
beneficial influence upon tuberculosis. About 1850, cases of tuberculosis aggravated 
by pregnancy were reported by Mauriceau and by Grisolle, and little by little 
the idea of artificial termination of the supposedly malevolent pregnancy gained 
ground. Of late, this pessimistic attitude seems to be the prevailing one, even 
in Prance, where therapeutic abortion for tuberculosis has heretofore had practically 
no advocates. The authors have seen cases of this disease aggravated by preg- 
nancy^ and by the puerperium, and have also been deeply impressed by several cases 
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in wliicTi pregnancy has apparently exercised beneficial effect upon the tuber- 
cular process. Details of nine such cases are given, the disease being of the 
chronic fibrous type except in one instance; in this patient a rapidly progressive 
ulcerative phthisis improved markedly 'during pregnancy, but it became more 
active after delivery, and the patient succumbed two years later. 

The authors also report eight cases of pregnancy in women upon whom artificial 
pneumothorax had been performed, at intervals varying from nine years to a week 
or so before the inception of the pregnancy; in two cases pregnancy and pneumo- 
thorax were concomitant. One of these eight patients died the year following 
delivery; one could not be traced; one developed a lesion of the other lung 
two months after delivery (this was one of the concomitant cases) ; the others 
improved and the tubercular processes were arrested. In three instances treatment 
by pneumothorax was continued after delivery. 

Induction of abortion or of premature labor is strongly condemned, except in 
the very rare case in which the mother’s condition is extremely grave and the 
child is viable. Here labor may be induced in the interest of the child. The 
child’s interests are held to be paramount in all cases for the following reasons: 
(1) if the mother has a slowly progressing fibrous phthisis, pregnancy will be bene- 
ficial; (2) if the mother’s disease is very active, and is aggravated by the pregnancy, 
her chances of recovery are very poor anyway, and will hardly be improved by inter- 
ruption of the gestation; in such a case artificial pneumothorax will often be mar- 
vellously beneficial. (3) Furthermore, supposedly hereditary tuberculosis is no longer- 
feared. It appears probable that the human race (especially the white branch) is 
gradually acquiring an immunity to tuberculosis. In this development the cliildren 
of parents with arrested tuberculosis play an important part, in that it seems 
possible that they inherit the immunity possessed by their parents at the time of 
procreation, and pass it on in turn to their descendants; thus will the bacillus of 
Koch ultimately be vanquislied. E. L. King. 


Winter and Oppennann: Tuberculosis and Pregnancy. Deutsche Medizinische 
Wochenschrift,1923, xlix, 1, 45 and 76. 


The question of tuberculosis in pregnancy has aroused renewed interest in Glermany 
on account of the marked increase of tuberculosis during and following the war. 
In Winter's clinic the number of pregnant women with tuberculosis has gradually 
increased from 11 eases in 1917 to 33 cases in 1922. During the same time the 
number of deaths from tuberculosis in general has almost doubled, the relative 
increase being more marked in women of the child bearing age. 


That pregnancy has a deleterious influence on the tuberculous woman is beyond 
dispute. According to 18 observers, the mortality after pregnancy varies from 16 
to 100 per cent. Aggravation of an existing tuberculosis by pregnancy has been 
estimated variously by 14 observers at from 64 to 100 per cent. Of 138 pregnant 
women suffering from pulmonary phthisis who were observed by Winter, 93, i. e., 
67 per cent showed unmistakable aggravation of their tuberculosis. In patients 
with latent or healed tuberculous processes, activation was observed in only one- 
fifth of the cases, while in active tuberculosis only 14 per cent of the patients re- 
mained uninfluenced by the pregnancy. In laryngeal tuberculosis, Winter believes, 
pregnancy means the death of the patient. 

Various observers have estimated that of children born of tuberculous mothers 
only from 20 to 40 per cent reach the age of 20 years. Therefore, these authors 

feel that one is not justified in subjecting the mother to an undue risk in the 
hope of conserving the child. 
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Since picgnaiicy lias no speeilic jnfliieacc on the tuherculous process, the authors 
again wavii against too optimistic a prognosis in case of thciapoutic abortion, since 
the most one can hojie for nmler these conditions is a cessation of such baneful 
influence n'liieh a continuation of pregnane}' might have. Tlie abortion in itself 
can liavc no therapeutic action. In Intent or Jiealcd phthisis, abortion is contrain- 
dicated except in unusual cases. In active tuberculosis abortion is recommended at 
any stage of pregnancy uj) to the seventh month, premature deliver}’ being indicated 
only in primary (.‘ases. In most instances, in which ‘Winter refused to perfomr 
abortion in case of active tuberculosis, he had reason to regret it afterwards. 

While in a given case it may be advisable to produce a second or even third 
abortion, the authors warn against rcjieatcd abortions as a suitable method of hand- 
ling those cases. Sterilization may be obtained by operative procedures or, pref- 
erably, by x-rays. In cases •where the woman is still young and a permanent cure 
may be looked for, temporary sterilization may be the method of choice. In 
numerous cases Winter has combined vaginal hysteiectoniy ■a-ith interruption of 
pregnancy, thus not only sterilizing the woman, but saving her the periodical loss 
of blood incident to menstruation. R. E. Wobus. 


Books Received 


LBHRBUCIl DER STKAIILEN-TIEFEX-THERAPIE und ihrer Anwendung in 
dor Gyniikologic. ■\’^on Prof. Dr. Ernst von SculYcrt, Med. Rat der Hebammen 
Schulc in iliinchon. iMit cinom Geleitwort von Gch. Eat Prof. Dr. A. Doder- 
loin. Iilit 77 Abbildungcn im Text und 21 Tafeln. Verlag von S. Karger, 
IvarlstrassG, Berlin, 192;!. 

EINFUEHRUKG IN DIE KLINIK DER INNEREN SEKRETION. Von Pro- 
fc.ssor Dr. G. Peritz, Norvenarzt in Berlin. Alit 31 Abbildnngon. Verlag von 
S. Karger, Berlin, 192, 3. 

DER GEBDBTSHILFLICHE PHANTOl^IKUES. Von Professor Dr. Wilhelm 
JAepmann, Friedrich Wilhelm XJnivcrsitut in Berlin. !Mit IGo Federzeichnungen. 
Verlag von Urban nnd Schwarzenberg, Berlin & Wien, 1922. 


Item 


The American Child Health Association announces that $10,000 has been set 
aside for Resident and Travel Scholarships to be awarded to physicians who 
want to improve their qualifications for child health work. Apirlication blanks 
and further information ■will be furnished on request to the Association, 370 
Seventh Ave., New Y'ork City. 


Erratiim 

In tile abstract of Dr. George H. Ryder's article in the August issue 
of tbe Journal, on page 212, lines nine and ten should read : The total 
number of viable fetuses Avas 52; the number of v-iable fetuses lost 2, 
or 3.8 per cent. 
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Original Communications 


GYSTOCELE ANE^HIGH RECTOCELE'^ 

Br Thomas J. Watkins, M.D., Chicago, III. 

I T IS not necessary to disenss in detail cystoeele and higE rectocele 
before tbis Society. Only some of tbe newer and more important 
observations will be considered. 


CYSTOCBHE 


Certain features of cystoeele have become so generally accepted 
that they have ceased to he subjects for serious discussion, namely, 
(1) that cystoeele is hernia of the bladder; (2) that the lesion is es- 
sentially a rent in the vesico-vaginal floor; (3) that the operative 
treatment should comprise a thorough dissection of the hernia, a firm 
closure of the ring and restoration of the bladder and urethra to their 
normal positions. 

Various opinions obtain as to the best method of closure of the 
ring, and reposition of the urethra and bladder. The points which I 
desire to stress will be presented largely by means of illustrations. 

Pig. 1 represents the vaginal mucosa separated from the bladder 
and most of the fascia. The bladder has been separated from the 
cervix and the finger occupies the hernial canal. The extent and 
characteristics of the fascial rent can now be easily observed. The 
tear is essentially transverse and- not longitudinal. Btiologieally this 
could not be otherwise. The tension exerted upon the fascia which 
produces a bladder hernia results from the fetal head forcing down 
the cervix during labor and ceases only when the cervix retracts. 
Longitudinal tension produces a transverse lesion. It is impossible 
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to visualize any extensive lateral tension upon the fascia during la- 
bor. The urethral displacement that always obtains in cases of 
cystoeele can only result from a transverse tear. The next illustra- 
tion (Pig. 2) is from Prank’s work and depicts the vesicovaginal 
fascia as viewed from above. The dotted lines we believe show essen- 
tially the nature of the lesion in cases of cystoeele. The tension upon 



1. — Vaginal mucosa separated from bladder and most of fascia. Finger occupies 

hernial ring. 


the fascia during labor has separated it from the cervix and the base 
of the broad ligament. Pig. 3 is a diagrammatical illustration of the 
nature of the fascial lesion viewed from above. 

Closure of the Hernial Eing.— This should accomplish (1) cure of 
the hernia and (2) cure of the urethrocele (urinary incontinence is 
often the prominent symptom of cystoeele). 
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The transposition operation is ideal for the accomplishment of these 
two objects and the results obtained have shown it to be ideal in a 



FIs'. 2. Vesico'vaginal fascia viewed from above. 

(from Frank). 


Dotted line common site of tear 
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A firm closure can be obtained in a large majority of cases by tbe 
advancement operation with plastic repair of the broad ligaments. 
Goffe did pioneer work in establishing the advancement operation. 
The closure as illustrated (Fig. 4) should restore the torn edges of 
the fascia to the cervix. The bases of the broad ligaments on either 



Piff. 4. — Suture of the free edg’es of the vaginal flaps to the cervix at about level of 
internal os, closing hernial openingr. 


side have been clamped and incised and fascial flaps have been re- 
flected from the vaginal wall on either side. The hernial opening is 
closed by suture of the free edges of the vaginal flap to the cervix at 
about the level of the internal os. One or two sutures for this pur- 
pose are generall 3 >' inserted before the broad ligament clamps are 
removed but are not tied, as tjdng them maj’’ interfere with accurate 
suture of the free edges of the broad ligament. The suture illus- 
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trated is inserted for the purpose of controlling the bleeding from 
the broad ligament and for the purpose of approximating the free 
edges of the broad ligament in front of the cervix. The sutures for 
closure of the hernia are first tied and then the sutures which include 
the cut ends of the broad ligaments are tied. One or two additional 
chromic catgut sutures are inserted if need be to obtain firm closure 



of the hernia. It will be found that by this means the urethral canal 
has been restored to its normal position and the cure of urinary in- 
continence is assured. Care should be used that excessive traction 
is not made upon the urethra. This can be obviated by seeing that 
the urethra is left only in a relative state of fixation. (The amount 

of mobility of the urethra is generally proportionate to the extent 
of the urethrocele.) 
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Some plastic Avork is freqiientlj- required upon the cervix. This 
may consist in excision of the anterior lip or in amputation of the 
cervix, depending upon the requirements in the individual case. The 
operation is completed by the excision of any redundant mucosa and 
closure of the mucous membrane wound. In making the mucous 
memlirane closure it is well to include some of the fascia or cervix in 
each suture for the purpose of obtaining increased firmness. 



Piff. 6. — Blunt dissection of vagrina! wail over rectocele. 


In complete prolapse the two objects mentioned above can be ac- 
complished by the Mayo operation or by a modified transposition 
operation. Personally we prefer to make in such cases a rather ex- 
tensive plastic on the broad ligaments and to excise much of the 
uterus if large, leaving onlj'^ enough of the loAver posterior uterine 
wall to form a floor for the bladder. This permits leaving consider- 
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able of the broad ligaments intact and the result is not jeopardized 
in ease of infection. 

high RECTOCELE 

Experience with thorough dissection in cases of high reetoeele has 
impressed me with the fact that the nature of the injury is like the 



one found in cystocele. By means of this dissection we have been 
able to outline the nature of the fascial rent and liai'^e found that the 
fascia is torn from the cervix and broad ligaments much as it is in 
cases of cystocele. During labor the tension upon this fascia is the 
result of displacement of the perineum beloiv the pubes and the ten- 
sion is consequently longitudinal and the result is a transverse tear. 
If the reetoeele is thoroughly dissected it is easy to estimate by 
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approximation of the freed edges the site of tlie lesion. The edges 
of the hernial ring can he carried tip to the cervix and fixed -without 
undue tension. When this is done the result is that the perineal 
body is pulled forward toward the pubes in the line of its natural 
location. Fig. 5 is a high reetocele from which these illustrations 
were made.* Fig. 6 illustrates the technic of blunt dissection. This 



Figr. 8.— + Indicates location of cervix. A, Broad ligament on either side. Torn edges 
of fascia retracted by forceps. Kectal hernia. 

is made by making consecutive short median longitudinal incisions 
and by keeping the scissors as near to the mucous surface as possi- 
ble, a procedure which minimizes the amount of injuiy to the recto- 
vaginal fascia. In Fig. 7 the dissection has been cai’ried up to the 
cervix. The vaginal flaps are held apart and the finger in the rectum 

•The drawings were made from life and accurately illustrate the lesion. 
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demonstrates the nature of the hernial opening. In Fig. 8 all the 
fascia has been carefully dissected from the mncons flaps. The freed 
edges are put on tension so as to illustrate the amount of rent in the 
fascia. The free edges of the fascia can be carried up to the cervix 
without undue tension, which means that this fascia has been torn 
from the base of the broad ligaments and from the posterior wall to 



Fig. 9. — Torn edges of fascia flaps are sutured to the broad ligament and posterior 

to the cervix. 


the cervix. Fig. 9 shows the suture ivhich restores the free edges of 
the hernial ring to the base of the broad ligaments. In bad cases we 
frequently use a linen suture and in moderate cases chromic catgut 
sutures. Additional sutures are inserted as needed for fii’m closure 
of the hernia. These sutures should be so inserted that when tied 
they are not on undue tension. Fig. 10 shows the hernia closed. The 
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operation is completed by excision of any redundant mucosa and by 
subcutaneous suture with plain catgut. When the operation is com- 
pleted rectal examination will show a fairly firm wall, much like the 
normal, extending from the anus to the cervix. 

High rectocele has received considerable attention of late and some 
excellent papers have been presented by Ward, Spaulding and Fi'ank. 



Pig-. 10. — Hernial opening closed. 


The obliteration of the deep peritoneal pouch according to the method 
of Ward will probably prove to be of great value in selective cases. 
My experience with this operation dates from 1919.^ The results 
have been very encouraging and have been improved much of late 
since a more thorough dissection has been made. 


’Surgical Clinics of Chicago, October 1919, page 1231. 
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SUMMARY 

Cystoeele is hernia resulting from a transverse tear in the vesico- 
vaginal fascia. The tear is almost universally from near the site of 
the cervix. 

Closure of the ring and restoration of the fascia to its normal loca- 
tion will cure the urethrocele. 

Plastic repair of the broad ligaments insures firm closure of the ring. 

The operation is simple if treated as a distinct hernia and failures 
should generally mean faulty technic or judgment. 

High rectocele is a transverse tear in the rectovaginal fascia. The 
site of the lesion is near the cervix. With thorough dissection the 
torn edges of the fascia can be easily exposed and sutured into nor- 
mal position. 

In perineal lacerations the fascia and muscles are also often in- 
jured near the rami of the pubes but this class of lesion is not pre- 
sented for discussion at this time. 

104 South Michigan Avenue. (For discussion, see p. 487.) 


RELATION BETWEEN PLACENTA AND THE SECRETION OP 

MILK'' 

By Professor Dr. Oskar Frankl, University op Vienna, Austria 

TN SPITE of many investigations and studies the question of the 
relation of the placenta to lactation has remained an unsolved 
problem. We lunoAV that the placenta during pregnancy, presumably 
in conjunction with ovarian function, is responsible for the hyper- 
emia and development of the mammary gland and the formation of 
colostrum. True milk, however, appears only after the expulsion of 
the fetus. It remained an open question whether in this connection 
the placenta though acting as a stimulating factor on the breast gland 
simultaneously inhibits the secretion of milk. Obviously this ques- 
tion is closely connected with the mooted jproblem whether the pla- 
centa can be regarded an organ endowed with an endoerine function. 

Adler, Thaler and Frommer demonstrated that under the combined 
effect of pregnancy and the injection of placental extracts animals 
are liable to manifest a subtetanic state. It is a well-known fact that 
an intervening pregnancy checks the function of laetating breast 
glands. Such facts make it very probable that the placenta is pro- 
ducing some substance with a definite biochemic effect on the organ- 
ism. But such experiments are not entirely convincing and it became 
necessary to resort to different types of investigation. 

notlTrLt Va!.^jSay^'2l5f Gynecological Society. 
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That the fetus is not the cleeiding factor in the secretion of milk is 
proved by active lactation subsequent to the expulsion of a hydati- 
form mole or a dead fetus. Ovarian function in relation to lactation 
is distinguished by the fact, on tlie one hand, that castration per- 
formed during pregnancy does not preclude lactation, while, on the 
other hand, in the experience of animal breeders castration is success- 
fully resorted to for the purpose of prolonging for a longer time 
lactation in the mother animal. 

The influence of the nervous sj'stem on lactation cannot be regarded 
as deciding because, in the human, normally functionating breasts 
have been observed in eases of complete transverse lesions of the 
cord and, in animals, normal milk secretion in mammae successfully 
transplanted into other regions. In this respect convincing, prove 
also experiments on artificially united (parabiotic) animals and the 
observation made on the pyopagic sisters Blazek, carefully studied in 
our clinic in Vienna. In experiments on animals and this one observa- 
tion on the human tj'pieal milk secretion was seen after delivery of 
the pregnant twin, also in the other nonpregnant conjoined individual. 

Manj’- attempts are recorded in literature of producing secretion 
of true milk by the injection of placental extracts and of emulsions 
of placental tissue, with varying results. It is noteworthy that sim- 
ilar results were obtained by other investigators vdth the injection 
of extracts prepared from tissues other than placenta. Cristea and 
Aschner were successful in reestablishing a previously existing milk 
secretion by means of various lymphagogues. The objections made 
frequent^ that all such experiments with the injections of protein 
bodies cannot well be compared with the physiologic function of an 
organically connected organ like the placenta, certainly are fully 
justified. 

Halhan as the first claimed that it is directly the loss of the placenta 
which changes the secretion of colostrum into one of milk. To prove 
or disprove this theory I designed, certain experiments, consisting in 
the transplantation of the, placenta of a mouse under the skin on the 
hack of another mouse. Such grafts in general led to three possible 
end-results. In case of an intervening infection a large abscess 
formed destroying the implanted placenta. In other cases, asep- 
tically accomplished, the graft did not take and the placenta became 
rapidly necrotic. In the third, successful group, the implanted pla- 
centa established satisfactory connection with the adjoining tissues 
and the organ could be observed to persist for about three to four 
weeks. After this time histological studies show a complete absorp- 
tion of the grafted placenta. 

In these experiments the placentas of pregnant mice were employed 
within ten or twelve days of full term and transplanted under the 
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skin of tke back of mice approximately in tbe same stage of preg- 
nancy. In this third gronp of successful transplants tbe following 
results were observed : Mice, from a strain knoAvn to be able to nurse 
satisfactorily tbeir young, would have litters of five or six. Tbe new- 
borns would seem normal in tbeir appearance and would immediately 
begin to suck tbe motber animal. But tbey invariably died witbin 
tbe next five to seven days, evidently from starvation. Investigations 
showed that tbe mamma of tbe motber animal was secreting colos- 
trum and not milk. In tbe unsuccessful transplants of tbe first and 
second groups lactation proceeded normalty. A successful transplan- 
tation of a placenta on a pregnant animal ca^ises persistence of colos- 
trum secretion. 

These same animals were permitted to become pregnant again and 
again they were able to nurse their j^-oung. 

These experiments, therefore prove clearly that in animals, known 
to have ample milk, tbe effective grafting of placenta temporarily 
binders milk secretion, evidently under the influence of an active 
hormone supplied by the living placenta. 

This ability of tbe placenta to prepare during pregnancy tbe 
mamma for its secretory function but at the same time to inhibit 
actual function has its perfect analogy in tbe function of tbe corpus 
luteum. Also tbe yellow body through its hormones prepares the 
endometrium for menstruation by causing tbe typical premenstrual 
swelling, but only tbe involution of the corpus luteum, which follows 
the death of the ovum, determines the appearance of the menstrual 
flow. - 

Of special interest proved to me a recent article in the American 
Journal of Obstetrics and Gynecology by Stimson. He showed that 
the retained portions of the placenta could hinder milk secretion, 
which developed normally immediately after the removal of the re- 
tained tissue. This observation corresponds exactly to the results of 
my own experiments on animals. Also this clinical experience points 
clearly to the fact that the placenta must be regarded an organ 
endowed with endocrine activity, whose function it is during preg- 
nancy to prepare the breast glands for the secretion of milk and 
simultaneously to prevent secretory activity. 

Ekste Fuauenklinik, VIENNA, AUSTRIA. (For discussion, see p. 4S9.) 



FOLLOW-UP RESULTS OF 90S CASES OF UTERINE CANCER 

TREATED J5Y RiVDIUaAP 

By Harold Bailey, jM.D., and William P. Healy, jM.D., 

Ne\y York City. N. Y, 

W E have used radium iii the treatment of uterine cancer at the 
i\Iemorial Hospital for over eight years and from time to time 
we have reported our results. In iMay, 1921, at the last presentation, 
it was appai’ent that there was considerable improvement in the re- 
sults of tlie second three-year period and we ascribed this improve- 
ment in the years 1918 to 1920 to the difference in our methods of 
treatment. To some extent this still holds good. In the first three 
years, 19115, 191(5, and 1917, the treatment was conducted with a lim- 
ited amount of radium and its application was localized as in the 
Continental procedure. At the end of the year 1915, our attempts 
to cross-fire through the rectum and through the uterus Avere discon- 
tinued because of the frequency of rectovaginal fistulae. 

The technic adopted in 1916, Avhich Ave still think Avell of from the 
standpoint of those operators using amounts comparable to 100 mg., 
consisted in the reapplieation of the radium to different areas in the 
cervix. The first Aveek 1200 millicurie hours Avere used, the folloAA'- 
ing Aveek the same dose and the third and fourth AA'oeks a slightly 
smaller dose. This ahvays leads to a deep slough in the cervix, but 
it concentrates the radium in the center of the disease. 

In some thirty cases use Avas made of the Percy operation Avith 
the radium application tivo Aveeks after the burning, but it Avas 
finallj^ given up because the majority of the cases deA’eloped fistulae. 
Of the thirty Perej^ eases, one patient treated in 1915 is Avell today. 
Another patient, buimed by Dr. Le Roy Broun and sent to us in 1915 
for radium treatment, is Avell ; and a third who had tAvo cauteriza- 
tions and AAms later treated by us in 1916, Avas Avell at the time of 
AAwiting this report. HoAveA^er, Ave belieA’’e that the interference AAnth 
the blood supply in addition to the cauterization and the tendency 
of the operator to burn too extensiA^ely, together AAdth the thinness of 
the barrier for filtering the radium that is afteinvards applied, ren- 
ders the operation inapplicable in most cases. 

Prom the j^ear 1918 to date Ave haA'^e made great use of cross-firing 
from the Amgina, from the neck of the uterus and from the external 
surface of the body and practically all our cases haAm been so treated 
during this last period of five years.^ The particular method deAml- 

*Read at the Forty-eierhth Annual Meetingr of the American Gynecological Society. 
Hot Springs, Va., May 21-23, 1923. 
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oped ivas the use of a platinum piece in the cervix ■with another above 
in tile neck of the uterus for a total of about 3000 millicurie hours 
and the radiation of the parametrium by a mass of radium equal to 
a gram or more placed in the vault of the A'^agina in the so-called 
bomb container Avhich is directed toward each lateral fornix in turn, 
and a central application against. the cervix to reinforce the amount 
of radiation in the tissues immediately adjoining the cervix. The 
external application Avas gwen by radium on a block applicator 
placed in six different regions around the pehuc girdle, a half skin 
dose being gWen in each place. We found that Avhen a full erythma 
dose Avas gn^en Avith additional irradiation from beloAA'', the skin area 
B^ould be severely burned. Lately, that is in the past year, Ave have 
substituted for the block Avhieh gives only a small dose deep in the 
pelAds, x-ray Avith prolonged and intenswe application. We belieA'^e 
that some form of external irradiation is necessary and adAusable in 
most cases. 

Our technic Avith x-ray has been to give the irradiation through 
four areas, Iavo on the front and tAvo on the back of the body and 
so arranged that the entire skin surface OA’^er the pehds is covered. 
Tavo tubes Avorking simultaneously and so placed that the rays con- 
verge toAvard the center of the pehds result in considerable cross- 
firing beneath the skin surface. The first application is for 15 min- 
utes, the second occurs 48 hours later for the same length of time. 
The filter is 5 millimeters of aluminum, the focal distance 12 inches, 
the spark-gap 10 inches and the kilovolts 90 to 110 Avith 5 milli- 
amperes of current. The additional irradiation thus proAuded is of 
considerable value in the treatment of the areas inAmlA'’ed by cancer 
that are some distance from the cerAux and Amginal Amult. 

The folloAv-up has been particularly difficult because in the earlier 
years Ave were Avorking in a ncAV field and the length of time of the 
action of the radium, the depth to AA^hieh efficient irradiation is car- 
ried and the later results from the production of fibroid tissue Avere 
all uuknoAvn to us, and these patients had to be brought in A^ery fre- 
quently for observation. As the years passed these Avomen were asked 
to return to conferences for the instruction and information of Ausit- 
ors from this country and from abroad. After four or five years of 
this frequent folloAving and control, the women objected decidedly 
and in a feiv instances it is noAv impossible to get them to come back. 
Some even seek to avoid observation and recall by refusing to ansAver 
letters and moving to neAv addresses Avithout informing the hospital. 
A very personal request is necessary for those AA^ho haA^e been more 
than fiA^e years in the folloAv-up serAuee; a nursing call or letter is 
rarely effective. However, without the Social Service Workers, Ave 
would be in a very poor position to continue our Avork; their ener^^y 
and tact have helped to make this report possible. Most of the 
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eases of tlie first four years have been seen by ns, but from a num- 
ber we have aeeepted, as eviclenee of their present eondition, either 
a personal letter or a letter from their physieian, stating that their 
liealth was satisfactory. Those eases that have been lost, and there 
are quite a number of them, have been accepted as a charge against 
us, in other words they have been considered as dead. Occasionally 
after one of these reports a case which has been placed in the final 
list returns, but this is unusual and does not interfere to any extent 
with the statistics. 

Advanced Primary Cervical Cancer. — ^In this group there was veiy lit- 
tle hope of producing a cure under anj’’ eircumslances. Not only was the 
cervix involved but the parametrium as well when the treatment 
was undertaken. In the first two or three years all the advanced 
cases were treated wlicrcas now we limit ourselves to those cases 
in which there is apparently an opportunity to irradiate beyond the 
outlying part of the tumor growth. "We are averse to treating the 
very advanced cancer with radium even with the so-called palliative 
treatment. It seals up the surface of the growth and there is no 
outlet for the broken-down areas beyond. To give a heavy treat- 
ment such as we use in the other cases to one of these women pro- 
duces a condition of pain and distress that is beyond description. 

The advanced primary cancer forms the largest group of our 
patients. If we take the first three years, 1915, 1916, and 1917 in 
which the radiation was without any decided amount of cross-firing 
there were in all 80 eases and but two women are alive. In 1918 with 
the use of the bomb and block there were 41 cases, and six women, 
or 14.5 per cent, are alive and free from the disease today. In 1919 
there were 69 cases with but 5 or 7 per cent well and two alive with 
the disease progressing. In 1920 there were 92 cases with 8 or 8.7 
per cent alive and no evidence of cancer, and seven alive with symp- 
toms. 

In 1921, there were 85 cases, and 12, or 14 per cent, have no evi- 
dence, and 19 are in various stages of the disease. In 1922 there were 
80 cases, and 12, or 15 per cent, are apparently well, and 45 others 
are alive. While not enough time has elapsed since the treatment 
of the cases of the last two years to give any idea of the final re- 
sults, still of the 165 eases that were beyond the aid of surgeiy, 24 
cases now show no clinical signs of cancer. 

Borderline Cervical Cancer really laps over into the advanced group 
and the line of demarcation is a clinical one and largely influenced 
by the personal equation of the examiner. In general, in our opinion, 
these cases were not suitable for surgery, hi the first five years 
there were 33' cases of which 8, or 24 per cent, are alive. All but 
one of these are known to be free of evidence of the disease. In the 
last three ^rnars there were 51 eases and of these there are 22, or 
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43 per cent, witli no evidence and 15 slioiv tlie presence of tumor 
tissue. 

In the early operable group there were 11 cases treated previous to 
January 1st, 1919. Of these, 3, or 27 per cent, are alive and free 
from evidence of cancer for five years or more. If the rate is cor- 
rected by deducting S' deaths from intercurrent disease and one fol- 
lowing operation in another clinic the result is 43 per cent clinically 
cured for the period. In the last four years there were 48 cases and 
of these 32, or 66 per cent, are free from evidence of the disease. 
If we are permitted to deduct 3 cases, one dying after an operation 
in another hospital a week after treatment and two others giving 
false addresses so that they could not be followed, there are 32 
alive of 45 cases or 71 per cent. In these early operable cases we 
naturally look for and hope to get excellent results from irradiation 
and very few of our cases receive any other treatment. 

However, there seems to be no doubt that hysterectomy alone has 
cured eases of cancer of the cervix and for that reason it may, at 
times, be considered advisable, in very favorable cases, to follow the 
full irradiation treatment by an abdominal hystereetomy some weeks 
later so that the patient will not be deprived of any advantage which 
may accrue from such procedure. Just how much is to be gained 
by this is still a matter of conjecture. 

Recurrent Cancer. — Previous to 1918, there were 52 cases and 2 
are alive and well and one other is alive but with some evidence of 
tumor. In the past five years during which time the technic has 
been considerably elaborated by the use of cross-firing and the em- 
bedding of radium emanation in the lesion, a remarkable number 
of these eases has been apparently cured. There were 168 eases 
in this group and 38, or 22 per cent, have no clinical evidence of 
cancer. 

Prophylaxis Folloiving Hysterectomy. — This is a very interesting 
group made up entirely of cases referred by various operators soon 
after abdominal panhysterectomy had been done in each case. In 
no instance was there any evidence of cancer when the patient pre- 
sented herself to us for treatment; therefore it seemed probable that 
the best procedure would be to irradiate the entire pelvis by means 
of cross-firing with the bomb placed within the vagina and the radium 
block or more recently the x-ray for deep external radiation. There 
were 29 eases from 1917 to 1923 and of these 21, or 72.5 per cent, are 
alive and well and have remained free from any sign of recurrence 
and five of these cases have been well for five years. 

Cancer of the Body of the Uterti^s.—We have had 41 eases of this 
type of which 21, or 49 per cent, are alive and well. Three of these 
have passed the five-year period. Nine of the 21 cases had hysterec- 
tomy following the irradiation. In the other eases hysterectomy was 
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not considered advisable because of other complications or con- 
stitutional diseases and these cases have been treated by irradiation 
alone. Tlie plan folloived ivas the introduction of radium into the 
uterine cavity for 3000 to 4000 millicurie hours vith light filtration 
and external radiation with x-rays. Despite this treatment in nearly 
every instance subjected only to irradiation evidence of the disease 
I’eappeai’ed witliin a year. 


Foiaow up of 90S Cases op Uterike Cancer Treated by Eadium to 

January 1st, 102.3* 
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{HI 


*Figure.s in tlie p.TTCiitlicscs represent the number of cases alive January 1, 1923. 


These results, we believe are sufficiently encouraging to be worthy 
of careful consideration. It is our opinion that they could not have 
been obtained without the use of massive doses of radium and with- 
out thoroughlj’' radiating the parametrium. 
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CONTRIBUTIONS TO THE PATHOLOGY OP YULVAR 

DISEASES 

A, Angiomatous Tumors of the Vulva; B, Abscess of the Clitoris; 
G, Granuloma Inguinale; D, Leucoplakic Vulvitis 

By Fred J. Taussig, M.D., St. Louis, Mo. 

D uring the past feiv years it has been my good fortune to see a 
mimber of interesting conditions about the vulva concerning 
which but little has been wi’itten. A brief clinical history of these 
cases together ivith the attendant pathology has seemed worth while 
placing on record. I have also during this time had occasion to see 
and study the histopathology of an additional series of cases of leuco- 
plaldc imlAdtis, some of which ivere associated with vulval cancer 
and have summarized my present views upon this disease. 

A. Angiomatous Tumors of the Vulva. — ^It would seem that most of 
these tumors develop on the basis of a congenital nevus. Hemangio- 
mata are most frequently found in little children (as seen in the re- 
ports of Kennig, Guyot and Saenger). Occasionally they are associ- 
ated with telangiectatic swellings. Lymphangioma of the vulva also 
has been described by Brindeau, Epstein and Duret but the term 
lymphangioma should be limited to the definitely circumscribed tu- 
mors. An illustration of these types can be seen in the following : 

1. Hemangioma in a baby four months old. At birth a flat nevus 
was observed in the region of the left labium majus. It grew stead- 
ily and at the time of operation was 15 x 15 mm. in size and 2 mm. 
above the level of the skin. The skin showed a slight tendency to 
ulceration. The growth was excised and microscopic examination 
showed a typical hemangioma. 

2. Telangiectatic Angioma of the Clitaris and Labium. — This patient 
was twenty-eight years old, unmarried, and according to the state- 
ment of her aunt, was born with a birthmark at the site of the vulval 
tumor. Since puberty it had groivn larger and repeated slight bleed- 
ing had occurred. Not until three weeks previous to her admission 
to Barnes Hospital had there been any pain. The entire right labia 
at this time were converted into a mass the size of a hen’s egg con- 
sisting of a network of varicose veins. The clitoris formed a blue 
swelling the size of an acorn. The left side was unaifected. The 
tumor removed at operation showed on microscopic section numerous 
telangiectatic veins (Pigs. 1 and 2). 

vlfM^y 21-1'' American Gynecological Society. 
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3. Lymphangiectatic Rypertrophy of the Tnlva on a Basis of Nevus 
Unnis Lateralis. — This unique condition seen in a gix’l sixteen years 
old at the Barnard Free Skin and Cancer Hospital was also congen- 
ital. A small reddish area was noted by her mother at birth. Eight- 
een. months later it became more prominent. The tumor grew more 
rapidly after the age of thirteen when menstruation began and con- 
tinued at intervals of from 6 to 8 weeks. Salves and washes had been 
emploj’^ed by the girl to relieve the irritation produced by the profuse 
milky-white vulval discharge. 

On examination the right labium majus and minus together with 



Fig. 1. — Telangiectatic angioma of the right labia and clitoris. 


half of the clitoris was converted into a thickened irregular swell- 
ing with a few warty projections about the prepuce (Fig. 3'). The 
peri-anal skin on the right side was also thickened and showed papil- 
lary excrescenses. Most striking was the exactness with which the 
lesion was limited to the right side. The lesion in the crural folds 
was, as confirmed by biopsy, only a secondarj^ dermatitis resulting 
from the irritating lymphorrheal discharge. Of further interest was 
the fact that a unilateral nevus was also present upon the lips and 
tongue of this girl. The hypertrophic labial mass was removed sur- 
gically and microscopic section showed a combination of condylom- 
atous epithelial proliferations with marked Ij^mphangieetatio swell- 
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Fig. 2. — Telangiectatic angioma (microphotograph). 



Fig. 3. Lymphangiectatic hypertrophy of the labia on a basis of nevus unius lateralis. 
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Fig. 4A. — Lymphangloctallc hypcrtropliy of the vulva. Area outlined in broken lines 
is photographed with higher niagnlflcatlon in Fig. iB. 



Fig. iB . — High power photogi-aph of the area outlined in Fig. 44 
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ing in tlie subjacent dermis (Figs. 4A and B). A more detailed 
description of tbis case will be pubiisbed later. 

B. Abscess of the ClUoris.~\Yiiile . abscesses of considerable size 
not infrequently develop from furunculosis and bartholinitis, I have 
found no record of any extended suppurative process involving pri- 
marily any portion of the clitoris. The following case is of interest 
not merely because an abscess was situated in tbis unusual site, but 
also because it seemed definitely responsible as the chief focus of in- 
fection for a chronic arthritis from which the patient has been suf- 


fering many years. 

Mrs. A. B., forty-six years old, 2-para, had had a small abscess in 
'the upper left vulval region lanced eight years previously. There 
was no historj'' of gonorrhea and the sear from this incision was found 
on a line with the clitoris and 2 cm. to its left. The patient stated 
that while she experienced no further pain in this region after the 
incision, there was at times occasional discomfort with a slight of- 
fensive discharge the source of which she could not determine. Dur- 
ing these eight years symptoms of chronic arthritis developed with 
occasional slight elevations of temperature. A search for the pri- 
mary focus had been directed everywhere except the genital region. 
Finally on August 4, 1922, after a lapse of eight years, a fever of 
103° with vague abdominal pains suggested a possible appendicitis. 
The fever remained high for 5 days, then the abdoniinal pains sub- 
sided and suddenly acute pain in the vulval region was experienced. 
I was called in consultation ^nd found a small hard mass the size of 
an acorn in the region of the left crus of the clitoids directly beneath 
the sear of the former incision. Hot ppultices within 36 hours led 
to the formation of an abscess the size of a walnut at this point. 

A few drops of pus escaped from ‘ a pinpoint opening near the 
old scar. The main abscess sac, however, was still deeply situated, 
and, in view of the history of prolonged infection, It. was deemed best 
to remove the entire mass, instead of -merely incising the abscess. 
The accompan.Ying photograph (Pig, 5) shows clearly the site of this 
abscess. The cross-section (Pig. 6) indicates the thickness of the 
abscess sac, but since about one ounce of pus escaped from it before 
the tissues were hardened, the cavity is much smaller than at the 
time of removal. Microscopic sections of the lining (Fig. 7) showed 
a pyogenic membrane without any visible epithelial elements and a 
diffuse suppurative process infiltrating the connective tissue wall. 


C. Gramdoma Ingninale.—A more careful analysis of certain types of 
chronic ulcerations about the genitals in the negro race, that have 
in the past been termed chronic chancroids, lupus or rodent ulcer, 
show that a certain group of these cases are characterized by exten- 
sive superficial ulcers extending up into the inguinal region, a fairly 
typical reaction to intravenous administration of tartar emetic, and 
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the presence of bacteria termed Donovan's bodies in the secretions 
and tissues of the ulcer. While further investigations are still re- 
quired for positive proof of the etiology of this disease, I think we 
can accept '‘granuloma inguinale” as a definite clinical entity. The 
recent reports of Randall, Small and Belle are particularly convincing. 

I am able to contribute a brief report of two cases to the literature 
on this subject. 

1. The first case was observed by Dr. E. P. Schmitz to whom I am 
indebted for the permission to include it in this report. This patient, 
a negress, was so dull mentally that no history could be obtained 
from her further than the fact that the sores have been present for 
several years and that antiluetie treatment, cauterization and local 



Fig. 7. — ^Abscess of the clitoris. Pyogenic membrane lining the cavity. 


applications had failed to prevent their gradual extension. She was 
a negress of about thirty years of age. She had no other physical 
ailments. The ulcers were typical of “granuloma inguinale.” In- 
jections of tartar emetic were given with marked improvement. The 
edges showed definite healing. Dnfortunately, ten days after her 
admission to the City Hospital, following the fourth injection of 
tartar emetic the patient suddenly died. An autopsy could not be 
obtained. 

2. In the second case the record is more complete. This patient, 
a negress twenty-eight j^ars old, had had two children, both deliv- 
ered by cesarean section, one of which was done by me in 1916. At 
this time the vulva was normal. Menses were regular up to three 
years ago when an ulcerative process began about the vulva. Was- 
sermann reaction was repeatedly negative. Ducrey bacilli were ab- 
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sent. The ulceration graduallj^ extended from the ^ailYa and perin- 
eum to the left inguinal fold, its edges irregularly outlined, not under- 
mined, the ulcer very shallow and its base for the most part smooth 
and clean. For the past feiv months a similar superficial ulcer had 
appeared upon the lower lip of the mouth. A biopsy specimen was 
obtained from the lip and vulvar ulcers and showed identical lesions, 
merely a chronic granuloma ivithout giant cells, tubercles or evidence 
of epithelial proliferations. In smears from the secretion and in some 
of the sections typical Donovan bodies were found. Injections of 
tartar emetic given intravenous^ caused improvement but, as yet, 
two months after treatment ivas begun, the ulcers have not entirely 
healed. A full report of the ease will be given elsewhere. 

D. Leucoplakic Vulvitis . — In a previous article* I analyzed 21 cases of 
leucoplalcic vulvitis seen up to 1919. In the past four years an addi- 
tional 19 eases have come under my observation, making a total of 
40 in all. A number of these patients were referred to me by my 
colleagues, Drs. Ehrenfest, Gellhorn, Engman, Mook and 0. Schwarz, 
otherwise it would have been impossible for me to have collected such 
a considerable material for studs’" these ten s'oars. I think I am 
right in sajdng that this is the largest material that has as yet been 
utilized for a clinical and pathologic investigation of this disease. 
While I have not fully completed the histologic portion of this work, 
I can at the present time give a brief summary of my conclusions. 
Material for the histologic study was obtained in 29 out of the 40 
cases, in 2'5 by complete vulveetom}’’, in the remaining four b}’" biopsy 
or autopsy excisions. In 18 cases (45 per cent) the leucoplakic vul- 
vitis was complicated bj’^ a carcinoma. If in my first series the inci- 
dence of carcinoma was 66 per cent, while in the series since 1919, the 
incidence of carcinoma was only 21 per cent,’ this may in part be 
explained by the fact that the profession and to some extent also the 
laity have learned to recognize leucoplakic vulvitis as a so-called pre- 
eaneerous condition and more radical measures have been used to 
cure this disease before a cancer developed. In fact, I am convinced 
that if the laity and profession were cognizant of this tendency of 
leucoplaldc vulvitis to stimulate a cancer and excised the affected area, 
the incidence of vulval cancer could be cut down almost one half. 
During the past 11 years I have seen 36 cases of cancer of the vulva, 
18 of which showed evidence of having developed on a basis of leu- 
coplakic vulvitis. 

Nicknames cling to diseases as thej' do to liuman beings. I sup- 
pose it will be many years before the term kraurosis vulvae will be 
dropped from our textbooks. Unfortunately Breisky in his first 
twelve cases saw such a high proportion in which the vaginal outlet 
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was eonstrictea. that he eonsideied this eowstnetion as the mam £ea- 
tnre of the disease aad hence employed the term kraurosis (to stave 
up) to distinguish it. He did not appreciate that the same elmical 
pathologic picture could he present without such constriction and 
that the constriction could occur at times without any evidence ot the 

cliaracteristic histologic changes he had found. 

Kraurosis, therefore, is a symptom and not a disease. It we nse 
the term at all, it should he limited to that simple form of atrophic 
vulvitis resembling in its pathology and course atrophic vaginitis 
which is unattended by leneoplalde changes. I ^YOuld prefer to call 
this condition atrophy sclerosis of the vulva, and so eliminate the 
ambiguity that still clings to the term kraurosis. 

In this series of 40 eases of leneoplalde vulvitis; the symptom of 
kraurosis was present 16 times and always only in these women in 
whom the entire vulva was involved in the leucoplakic change. It is 
evident that the formation of a kraurosis must depend partly on the 
condition of the vaginal outlet previous to the onset of the disease. 
In a multipara with relaxed outlet the most extensive leucoplakic 
vulvitis will not produce kraurosis. In nulliparae or virgins, on the 
other hand, such a constriction is readily formed. 

We may distinguish two types of leucoplakic vulvitis, one in which 
the affected area is one-sided and somewhat irregular in shape, the 
other in which the entire vulval ring is symmetrically involved. In 
my series of 40, nine were localized and the remaining 31 were of the 
symmetrical or complete tj^pe. Of these 31 symmetrical eases, the 
area involved in twelve instances did not reach beyond tbe posterior 
commissure, whereas in the typical cases, 19 in all, the leueoplakia 
extended from the mons veneris to the peri-anal skin inclusive. 

Age . — The accompanying table clearly shows leucoplakic vulvitis 
is essentially a disease of old age. 


Table 


20-30 

1 30-10 ! 

1 40-50 

1 50-C0 j 

60-70 1 

70-80 j 

! 80 

1 

1 5 

1 3 1 

1 8 i 

14 1 

9 1 

1 


Sixty per cent of the women were over sixty years old. Of the six 
who were under forty, four merety had patches of leucoplakic vul- 
vitis and one was an artificial menopause after a hj-sterectomy. That 
leaves but one ease out of foi’ty in which a typical complete leuco- 
jilakie vulvitis developed in a woman before the menopause period. 

All but nine of the women had had one or more children, fii^e of 
them were nullipara, and four were virgins. 

PrarifiM.—In only one patient was pruritus absent and in a few 
others it was only mild. As a rule, hoivever, it was constant and 
unbearably severe. In 6 instances the pruritus had existed for les.s 
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than a year before the patient consulted me. In 20 pruritus bad been 
noticed for from one to four years, 18 bad bad pruritus from five to 
30 years, and in tbe remaining case no satisfactory ansiver could be 
obtained. As a rule, tbe pruritus became increasingly severe as tbe 
disease advanced tbougb there ivere often long intervals in wbieb this 
symptom ivas less pronounced, sometimes as a result of treatment 



Figr. S. — Leukoplakic vulvitis (first stase). Typical symmetrical involvement from 

mons to peri-anal region. 

and sometimes without any treatment whatsoever. This tendency to 
recurrence, after temporary relief by local measures or corpus luteum 
has been an added reason for favoring surgical measures in tbe 
treatment of these cases. 

Gi'oss and Microscopic Pathology . — ^Although leucoplakic vulvitis 
is a slowly progressive disease, we can, I believe, distinguish three 
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stages, merging one with the other. In the first stage the^ 
sumes a swollen reddened appearance, at times having a moist surface 
and showing only here and there whitish or pinkish-white areas 
(Pig 8) Microscopically at this time we find pronounced acanthosis 
with slight increase of the keratin layer in the epidermis while m 
the connective tissue there is marked round cell infiltration with oc- 
casional leucocytes especially in the papillary spaces. In the second 
stage of the disease, appearing usually not until about one year has 
elapsed we find a markedly thickened, white skin with stiff edges and 
often excoriated from scratching. Microscopically we see pronounced 



Fig:. 9. — Leukoplakic vulvitis (second stage). Marked hyperkeratosis, increase of 
eleidin cells, acanthosis, round ceil infiltration and collagenic changes in the dermis. 


changes in the epidermis. The acanthosis is still marked but there 
is also a piling up of the keratin layer and a thick deeply staining 
layer of eleidin cells. The connective tissue shows the picture of 
chronic inflammation with here and there a collagenous appearance. 
Numerous plasma cells are present (Pig. 9). 

In the third stage the skin has assumed the appearance of thin 
parchment, pearly white, crackled and dry. The epitheUal layer is 
low, papillary processes are absent, the keratin layer usually a half 
01 a third as thick as before, the eleidin cells less numerous and a 
peculiar frayed out appearance of the basal cells of the epidermis 
In the connective tissue we see a glairy looking collagenous material 
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replacing the connective tissue, with here and there islands of round 
cell infiltration. 

Characteristic of all three stages is the absence of elastic tissue in 
the sube^thelial layers of the dermis. This absence of elastic fibers 
becomes increasingly marked as the disease progresses. 

It is this absence of elastic tissue that I believe is primariljr re- 
sponsible for the disease. My explanation of its etiologj'^ would be 
as follows. In some women at or after the menopause or through 
some special disturbance of ovarian secretion there occurs a complete 
disappearance of elastic tissue in the upper laj^ers of the vulval skin 
about the introitus. This loss of elasticity leads to greater friability, 
so that minute breaks of continuity readily occur. Through such 
cracks bacteria gain entrance to the dermis and produce a low grade 
inflammation. The exudate thus resulting causes pruritus. This, in 
turn, through the traumatism of rubbing or scratching, produces 
more cracks and more infection, and so the vicious circle progresses 
until the characteristic changes above described have been produced. 

Cancer may develop at any of the three stages, but is most fre- 
quent and most malignant when it originates in the second stage, 
that of epithelial hypertrophy. In the third stage if a cancer appears, 
it is often everting in type, slow in growth and runs a relatively 
benign course. 

3519 Washikgton Ave. (For discussion, see p. 495.) 


THE PEE^tylNTION OF FETAL ASPHYXIA® 

By R. a. Bartholomew, M.D., F.A.C.S., Atlanta, Ga. 

T he physician, engaged to take charge of an obsteti'ic patient 
throughout pregnancy, assumes a responsibility distinetty greater 
than that pertaining to any other type of practice. He becomes re- 
sponsible for two patients and accordingly must bear in mind, at all 
times throughout pregnancy and labor, that the purpose and object 
in view is not alone to safely relieve the mother of her burden in 
due time and restore her to normal activity, but to achieve the end 
and object of the whole process — ^that the child shall be born alive 
and with as good prospects of development as it is scientifically 
possible to attain. 

An increasing sense of this dual responsibility has found its ex- 
pression in prenatal care, whereby the mother, and through her, the 
child, are given closer supervision throughout the period of intra- 
uterine development. However, a discussion of what constitutes eflS- 
cient prenatal care and the benefits that are to be derived from it 

*Re.a(l at the sixty-eighth Reunion of the Alumni of Emory' University School of 
Aledicino. Atlanta, Ga., June 5, 1923. 
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for both mother and child, would amplify this paper far beyond the 
scope of its title, and it is rather my purpose to emphasize those 
factors which predispose to asphyxia of the child during labor, an 
stress the diagnosis of threatened asphyxia and the means of pre- 
vention. 

Asphyxia of the child during labor is unquestionably one of the 
greatest causes of stillborn but otherwise healthj'' appearing infants, 
and it is likewise true that in many instances, the gravity of the 
complication predisposing to or causing the asphyxia, is such that it 
cannot always be prevented. 

A consideration of the various etiological factors causing asphyxia 
of the child during labor, is necessary to a proper understanding of 
the possibilities of prevention. The child, during intrauterine life, 
may be said to breathe through the lungs of its mother, through the 
medium of her blood. The oxygen and carbon dioxide as well as 
other chemical products of waste and nutrition pass through the 
thin walls of the villi of the placenta. The respiratory center in the 
medulla of the fetus noi-mally does not stimulate breathing efforts 
until at the moment of birth when contraction and retraction of the 
uterus separate the placenta and so diminish the maternal blood flow 
to the placental site that the carbon dioxide content of the fetal 
lilood is rapidly increased. There may also be some stimulation of 
the respiratory center from the chilling of the body surface and the 
external stimulation that takes place at birth, but the principal fac- 
tor is the increase in concentration of carbon dioxide in the fetal 
circulation. 

In general, therefore, the cause of asphyxia of the child during 
labor is an increase in carbon dioxide content of the fetal blood with 
resulting stimulation of the respiratory center and premature efforts 
at respiration. 

The causes leading to an increase in carbon dioxide concentra- 
tion in the fetal blood may be classified as maternal and fetal. 
Among the maternal causes are those affecting the character of the 
mother’s blood or limiting the supply of blood to the placental area, 
as, for example, pneumonia or far advanced tuberculosis whereby 
there is an insufficient absorption of oxygen and elimination of car- 
bon dioxide, which automatically increase the carbon dioxide con- 
tent of the fetal blood. Cardiac decompensation may have the same 
effect on account of a failing circulation; likeivise an advanced state 
of anemia or poisons in the maternal circulation as uremic poisoning, 
drugs or anesthetic agents. Too frequent, too prolonged or tetanic 
contractions of the uterus may result in such a stagnation of the 
maternal circulation at the placental site through the hemostatic 
action of the contracted uterine muscle, that proper interchange of 
oxygen and carbon dioxide cannot take place and asphyxia results. 
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The injudicious use of pituitrin accounts for many cases of asphyxia 
during labor. 

Among the fetal causes are those affecting the placenta and the 
fetal circulation through the cord. Premature separation of a nor- 
mally implanted placenta, placenta previa, direct compression of a 
loiv-lying placenta by the head, pathologic changes in the placenta 
as a result of extensive infarcts or syphilitic infection interrupt the 
exchange of oxygen and carbon dioxide and lead to asphyxia, either 
gradually or suddenly. Direct pressure on, or constriction of the 
umbilical cord by knots, coils, twists or prolapse is a frequent cause. 
Finally, the external pressure on the head itself by a tight, contracted 
pelvis during labor, or severe or prolonged compression of the head 
by forceps, or internal compression of the medullary centers by 
intracranial hemorrhage, may produce asphyxia of the child during 
labor. 

The diagnosis of threatened asphyxia of the child during labor 
can be made if the physician follows the fetal heart sounds by fre- 
quent auscultation. A gradually increasing concentration of the car- 
bon dioxide in the fetal circulation, brought about by one or more of 
the various etiological factors previously mentioned, stimulates the 
vagus inhibitory center of the heart, in the medulla and produces 
a slowing of the fetal heart rate for some time before the stage of 
respiratory center stimulation and asphyxia is reached. 

The normal range of the fetal heart rate during labor is from 120 
to 160. It is not unusual to find the heart rate temporarily acceler- 
ated from 160 to 200 or temporarily slowed from 120 to 100. How- 
ever, a heart rate, either temporarily or persistently accelerated above 
160 does not, in my opinion, have the serious significance during labor 
which a temporary or persistent slowing below 120 indicates. 

It is unfortunate that the diagnosis of threatened asphyxia is based, 
in many textbooks and in some of the medical literature, both on ab- 
normall 3 >- slow and unusually rapid fetal heart tones. It is confusing 
and misleading to attempt to harmonize these conflicting statements. 
Theoretical!}^, the vagus center, after a long continued primaiy stimu- 
lation from an increased carbon dioxide content in the fetal blood, 
becomes paralj-zed with the result that the previously slow heart 
sounds become abnormallj’' rapid (180 to 200 or above). Practicallj^ 
however, such an effect I have never seen. The simplest form of tem- 
porary stimulation of the vagus, with resulting slowing of the fetal 
heart rate to perhaps 110 or 100, is found during the labor pain, as 
a result of the temporaiy stagnation of the maternal circulation at 
the placental site by the contracting musculature of the uterus. 
However, this temporary slowing is immediatelj* followed bj* a more 
rajiid, normal rate, as soon as the uterus relaxes. If the etiological 
factor is of such a nature that the carbon dioxide content of tbe 
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£etal Mood is gradually and continually increased, it is noticed tliat 
the fetal heart sounds do not recover their normal rate between 
pains, but tend to become persistently slowed, below 100, and may 
be found as low as 40 or 50 per minute. The slowing continues to be 
more marked during than between contractions. 

As the tendency to asphs'xia increases, there is apparently a stimu- 
lation of the intrinsic nerve mechanism of the intestinal musculature, 
which results in stimulation of intestinal peristalsis and expulsion of 
meconium in the amniotic fluid. The appearance of greenish or 
dark meconium-stained amniotic fluid during labor with a vertex pre- 
sentation, practically always indicates a tendency to asphyxia, but is 
almost always a physiological phenomenon and of no pathological 
significance in breech presentation. 

After a period of continued persistent slowing of the fetal heart, 
the concentration of carbon dioxide and lack of oxygen stimulate 
the more resistant respiratory center and the infant begins to make 
respiratory efforts, which become spasmodic and accompanied by 
violent convulsive movements if air is not obtained. These spasmodic 
violent movements may frequently be seen and interpreted, if the 
head is beginning to crown. 

If the birth of the baby does not occur until asphyxia is almost 
complete, there may be such a severe degree of injury to the medul- 
lary centers that all means of resuscitation prove to be of no avail. 
The heart may be made to increase from a very slow, weak, almost 
imperceptible impulse to rapid, strong pulsations by administering 
oxygen through mouth-to-mouth breathing or by means of an oxygen 
tank. In many instances, however, irreparable damage has been 
done to the vital nerve centers and the infant makes no voluntary 
effort to breathe. In these eases, it has been my observation, that 
the heart rate invariably becomes slower and slower and death of the 
infant occurs at the end of a series of very slow, weak pulsations and 
is not associated with a terminal, very rapid heart rate. 

I would, therefore, particularly emphasize the fact that rapid, fe- 
tal heart tones are of no pathological importance in the diagnosis of 
either a threatened or an advanced state of asphyxia of the child 
during labor, but that slowing of the fetal heart tones below 120 is 
of the greatest significance. 

Auscultation of the fetal heart sounds during labor has been greatly 
facilitated in recent j’^ears by the use of the De Lee head stethoscope, 
which represents a most valuable addition to the obstetrician’s equip-* 
ment. The principal advantage of this instrument over the ordinary 
Bowles or Ford model, for obstetrical use, are found in its adaptation 
to be held on the head ready for use at any time even though the 
operator may be “scrubbed up,” and also in its increased power of 
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conducting the fetal heart sounds, probably as a result of some bone 
conduction through its rigid metal construction. 

A modification of the De Lee head stethoscope has been made by 
G. P. Pilling and Son Co., of Philadelphia, following a suggestion 
that a joint, placed between the end piece and the head piece, would 
permit a better adjustment of the end piece to suit different locations 
of the fetal heart sounds, and still not impair the distinct trans- 
mission of the sound. In listening to the heart sounds when the back 
of the fetus is toward the flank, one finds, with the rigid connection, 
that it is necessary to stoop and extend his head into an awkward 
position, to hear the heart sounds, and if he wishes to auscultate on 
the opposite side of the abdomen he must either go around to the 
other side of the bed or else turn the patient on her side, toward 



Fig. 1. — ^Use of the modifled DeLee head stethoscope adjusted for auscultation on 

the far side of the abdomen. 


him. The adjustable joint, hoAvever, enables one to change the di- 
rection of the end piece and auscultate over any portion of the abdo- 
men with ease and with no diminution in sound transmission. The 
rubber tubing if too short, or too stiff, does not allow a sufficiently 
free excursion of the end piece and may strain the ears. It should be 
of a soft, flexible quality, preferably handwrapped stethoscope tub- 
ing, lumen 4 mm. in diameter, wall 2.5 mm. in thickness and each 
piece should measure 7 inches in length. 

During the first stage of labor the fetal heart sounds should be 
followed every hour or oftener if possible, and if there is any slow- 
ing noticed, particularly between pains, so that the rate falls to 
between 100 and 120, auscultation should be continued over a period 
of sevei'al labor pains, both during and between the contractions to 
determine whether the sloAving is merely temporai'y or tends to be 
pei'sistent. A temporary slowing of this degree (120-100) is often 
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noticed during a nterine contraction, lint if dne solely to tins, tire 
rate increases promptlj’' to normal limits between contractions, 
there is some more serious factor at fault, tire fetal heart rate may 
increase slightly between pains but fails to come back to the lower 
limit of normal (120). 

It then becomes necessary to follow the fetal heart sounds at close 
intervals and discover the cause if possible. An examination bear- 
ing upon the various possible factors, may indicate the reason for 
the threatened asphyxia and point to the proper treatment. If the 
cause can be removed, this should be done. If it is not possible to 
remove the cause or deliver the patient promptly, the life of the 
fetus may be prolonged by administering oxygen to the mother as 
recommended in Shears’ Obstetrics, until effective treatment can be 
carried out. Too rapid and prolonged uterine contractions may re- 
quire the temporary administration of a small amount of anesthetic 
to relax the uterus and re-establish circulation at the placental site. 
Pituitrin should not be given without first ascertaining whether the 
fetal heart rate indicates any tendency to asphyxia and it is not wise 
to give it unless the dilatation and progress have reached such a 
stage that the child could be promptly delivered if necessary. The 
treatment indicated will depend not only on the nature of the fac- 
tor producing asphyxia, but also on the stage of labor. In some cases 
in proper surroundings cesarean section may be indicated, in other 
eases version or forceps. 

As to an overdosage of drugs such as morphine, liyoscine or anes- 
thetic agents, it has seemed to me that there is no noticeable effect 
on the infant’s heart rate while it is still in the uterus and depend- 
ent on the maternal circulation, but at birth the depressing action 
of the absorbed drug on the infant’s respiratory center may be so 
marked that respiration may be markedly delayed or fail to be es- 
tablished. Such effects are apt to be seen in “twilight sleep’’ babies. 
It is not advisable to give such drugs at an 5 '' time within several 
hours preceding the time at which the child will probably be boim. 

During the second stage of labor, particularlj’’ when the head 
reaches the perineum, the cord, which is so frequently around the 
neck one or more times, tends to be compressed between the back 
of the nock and the posterior surface of the pubic bone. This is the 
.stage of labor during which the physician should auscultate the fetal 
heait sounds at inteiwals of 10 to 15 minutes in order to discover 
evidence of pressure on the cord brought about in this manner. 
Fmthermore, in every labor it is always best to have the forceps 
sterilized and ready to use if necessary, from the beginning of the 
second stage. If this has not already been done, they should be pre- 
pared at once if the heart rate shows a tendency to remain persist- 
ently from 120 to 100 per minute. If the heart rate becomes less 
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than 100 the patient should be brought to the edge of the table or 
bed, in position for forceps deliveiy and the anesthetic should he in 
readiness to be used at once if necessary. If the heart rate persists 
below 100 and tends to go still lower, a forceps delivery should be 
done without delay. These precautions and measures of prepared- 
ness may save the infant’s life. Failure to have the forceps ready 
and the patient in position ready to be anesthetized at once, may 
result in failure to save the infant, even though the diagnosis may 
have been made by discovering a slowing heart rate. The necessity 
for immediate forceps delivery becomes more urgent if, in addition to 
abnormally slow heart sounds, the partially crowned head of the baby 
is seen to extend in sudden, spasmodic motion, irregularly or rhyth- 
mically, indicating violent efforts on the part of the baby to obtain 
air. Meconium stained fluid is not likely to be seen at this stage due 
to the fact that the head completely blocks the canal from above. 
If forceps are not at hand or prepared, immediate anesthesia in- 
duced by rapid deep breathing, and delivery by episiotomy and forc- 
ible pressure on the fundus is indicated. Pituitrin is of doubtful use 
in such an emergency as its action is not sufficiently prompt and, 
furthermore, might increase the asphyxia. 

Auscultation of the fetal heart sounds late in the second stage of 
labor, when the head has reached the perineum, will frequently show 
a moderately slow rate, varying from 120 to 100, probably due to the 
increased pressure of the close pelvic outlet on the baby’s head, the 
more frequent and prolonged contractions preceding birth, the bear- 
ing down efforts of the mother, and the beginning diminution of the 
placental site from retraction and contraction of the muscle of the 
fundus. One should not interfere hastily, on noting this moderate 
degree of slowing of the heart rate (120 to 100), but should continue 
auscultation at 5 to 10 minute intervals, meanwhile making prepara- 
tions to interfere should the rate persist below 100, with tendency to 
become slower and slower. 

The following abstracts of cases taken from personal records illus- 
trate the practical value of a close observation of the fetal heart 
sounds during labor. 

Case l. — Mrs. P. C., primigravida, rvent into labor at full term, 4 A. jr., Slarcli 
11, 1922, foUovring a normal, uneventful pregnancy. Her general physical condi- 
tion vras good, and the pelvic measurements were normal. The presentation was 
O.R.A. The uterine contractions occurred at five minute intervals, gradually lessen- 
ing to two or three minutes and increasing in severity during the forenoon. The 
membranes ruptured at 2 p. m., and the riuid at that time showed no meconium. 
Auscultation, of the fetal heart at 7 A. jr., showed it to be 120 per minute, strong 
and regular. However, at 10 a. ai., it was noted that the rate diminished to GO 
per minute during the pains but returned quite promptly to 120-140 between pains. 
A vaginal examination showed the cervix dilated about 3 cm., and no presentation 
or prolapse of the cord in advance of the head, wliich hod by this time, descended 
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to just above the iscWal spines. The patient had been taldng nitrous^xide-oxygen 
analgesia during the preceding half hour, with considerable relief. There seemed 
to be no factor to account for the alow heart rate during pains, other than possib y 
a coil of cord around the neck or else a loop of cord low enough to be pressed 
against the lateral pelvic wall. At 2 p. m., a vaginal examination showed the 
cervix fully dilated and the head low and completely rotated: Up to this time, 
frequent auscultation of the heart sounds showed the same characteristics— a 
decrease in rate to 60 during pains, but a fairly prompt recovery to 120 to 130 
between pains. The forceps were sterilized and the patient prepared for delivery, 
should interference become necessary. At 2:30 P. M., there was a definite failure 
of the heart sounds to recover their normal rate between pains and within another 
half hour the heart rate remained below 100 both during and between pains. A 


low forceps delivery was done at once under ether anesthesia, and following the 
birth of the head there escaped a large amount of meconium-stained amniotic fluid, 
which had previously been held back by the head. A single coil of cord was 
around the neck. The baby was bom at 3:10 p. and attempted to breathe 
before delivery of the shoulders. The cry was somewhat delayed but no active 
measures of resuscitation were necessary. The cord presented a very unusual condi- 
tion in that there was an almost total lack of Wharton's jelly, leaving the large 
umbilical vein andl arteries entirely unprotected and consequently very subject to 
compression between the neck and the pubic bone. 


Case 2. — Mrs. A. K., pvimigravida, went into labor at full term Sept. 14, 1922, 
about 10 P. Jt. There had been no complications during pregnancy and her general 
physical condition and pelvic measurements were normal. The presentation was 
0. L. P. Throughout the first stage the fetal heart sounds remained nor- 
mal 130 to 140, and the uterine contractions occurred at 3 minute intervals but| 
were not very severe. The membranes ruptured spontaneously at 12:30 P. M., 
Sept. 15, and there was no meconium in the discharge. At 1:30 p. m., a rectal 
examination showed the cermx fully dilated, the head on the perineum and the 
occiput anterior, Nitrous-oxide-oxygen analgesia was given from 12 noon almost 
up to the time of delivery. On account of inefficiency of the pains and failure of 
the slightly crowned head to advance, 3 minims of pituitrin were given at 2:10 
p. M., but with very little effect on the contractions. Auscultation of the fetal 
heart at 2:20 P. M., sliowed a marked slowng of the rate to 70, which up to that 
time had been 130 to 140 on repeated counts. Preparations were made to interfere 
quicldy if necessary. The heart rate wdiicli for a\time tended to" increase somewhat 
betw ecn pains, soon persisted at a low rate between as well as during the pains 
and at 2:35 P. M,, the partially cro^vned head was seen to make sudden, spasmodic 
movements as though the baby was trying to breathe. The forceps were immediately 
applied, with the patient under nitrous-oxide-oxygen anestliesia, an episiotomy was 
done, and the baby delivered at 2:40 P. si. On delivery of the head, there was 
found a loop of cord prolapsed alongside of the body and' neck. The baby was a 
7% pound male infant, and bom in a condition of pallid asphyxia. The heart 
beat was about 30 per minute and very weak. Simple methods of resuscitation 
were of no apparent value, but after about 15 minutes of mouth to mouth artificial 
respiration, the baby began to breathe and was soon in fairly good condition, and 
continued to be normal. 


SUMHARY 

The double respousibibty of obstetric practice demands that the 
phy.sieian give due regard to safeguarding the life of the child dur- 
ing labor as ivell as during pregnancy. Death of the child during 
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labor is practically always due to asphyxia, brought about by various 
maternal and fetal causes, some of which act slowly and are prevent- 
able, while others are so rapid in their action that little opportunity is 
given for treatment. 

A lack of oxygen and an increase in carbon dioxide in the fetal 
blood causes a stimulation, first, of the cardio-inhibitoiy center in the 
medulla, which results in a decrease of the fetal heart rate. Later 
on, the respiratory center is stimulated, and with ineffectual efforts 
to breathe, asphyxia results. A fetal heart rate temporarily slowed, 
not lower than 100, during pains, but increasing to normal rate be- 
tween pains, is a sufficient indication to follow the heart rate more 
frequently, discover the cause if possible, and make preparations for 
interference, if required. A fetal heart rate persistentlj’- below 100, 
both during and between pains, demands prompt deliveiy of the baby 
if this can be done witiiout great risk to the mother. A rapid heart 
rate does not indicate either a threatened, or an advanced state of 
asphyxia. 

The diagnosis of threatened fetal asphyxia is facilitated b 3 ’- use of 
the De Lee head stethoscope. The adjustable model made bj’’ Pilling 
& Co., is better adapted to all positions. It should be used at fre- 
quent intervals during the second stage of labor, when compression 
of the cord, coiled about the neck or partially prolapsed, against the 
pubic bone, occasionally produces asphj’^xia. Prompt delivery of the 
baby, under such circumstances, may prevent death from asphj'xia. 

20 Ponce de Leon Avenue. 



THE CALCIUM AND MAGNESIUM CONTENT OF THE BLOOD 
SERU]\I DURING PREGNANCY, LABOR AND THE 
PUERPERIUM 


By E. D. Plass, and L. Jean Bogert, Detroit, Mich. 

From Uie Obstetrical Department of the Uenry Ford Hospital, Detroit, and the 
Obstetrical Department of the Johns Hophins University and Hospital, Baltimore. 


W E liave I'ecently been led to undertake tbe study o£ certain o£ tbe 
more obscure problems of tbe physiology of gestation in order 
better to attack the subject of the toxemias of pregnancy and, with 
this in mind, have examined the calcium content of the blood serum of 
205 normal nonpregnant, pregnant, jiarturient and puerperal women 
to determine the usual physiological variations incident to gestation. 
Whenever possible, we have also made observations upon patients 
suffering from the toxemias of pregnancy. During one period of the 
study a considerable number of magnesium determinations were made, 
but when no very striking variations from normal were found, this 
work was largel 3 >- abandoned. 

Among the manj^ theories which have been advanced to explain 
the occurrence of eclampsia, is that of calcium deprivation of the 
mother incident to her need for supplying large quantities of this 
mineral to the various tissues of the developing fetus. The magnitude 
of this demand has been determined through the analysis of fetuses 
at the different months of intrauterine development hy MichelJ 
Camerer, Soldner and Herzog," Givens and Maej’^,^ and others. These ob- 
seiwers all agree that a full term fetus contains from 20 to 30 grams of 
calcium and approximately 1 gram of magnesium. The maternal or- 
ganism must, therefore, have an average positive balance during preg- 
nancy of approximately 100 mg. calcium and 4 mg. magnesium per 
day, if the fetal demands are to be met without any withdrawal of the 
body's fixed reserves. 

The inorganic needs of the fetus are practically insignificant until 
about the middle of pregnanej^ but from that time progressively more 
calcium and magnesium are necessary for fetal growth. Consequently, 
tlie danger of a real deprivation is greater as term is approached, and 
would in fact seem inevitable unless the maternal metabolism were 
conducted more economically than at other times, or unless the diet 
provided an unusual quantity of these elements. We have succeeded 
in finding onlj' one calcium and magnesium balance experiment in 
the available literature, that of Hoffstrom^ published in 1910. This 
author studied one normal patient from the seventeenth week of pre^^- 
nancy to the time of delivery and concluded that the metabolism of 
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the organism so adapted itself to the altered requirements of gesta- 
tion that, even upon an ordinary diet, there was no sacrifice entailed 
by the necessity for supplying the building stones for the fetus. In 
the case of all the elements studied — ^nitrogen, sulphur, phosphorus, 
calcium and magnesium— a positive balance obtained almost from the 
beginning of the experimental period and the storage became more 
pronounced as term was approached. In consequence of this economy, 
the ingested food not only supplied all the materials needed for de- 
velopment of the product of conception, and the coincidental hyper- 
trophy of the uterus and breasts, but in each instance there was still 
a positive balance accruing to the rest of the body, supposedly in 
anticipation of the demands of the lactation period. Improved as- 
similation and diminished excretion apparently play the leading roles 
in this adaptation. 

This work certainly argues against a physiological mineral depriva- 
tion of the organism as a whole during pregnancy, but does not act- 
ually disprove the idea that a lowered blood calcium may he a part 
to its various pathological manifestations. Moreover, the demon- 
strated association of diminished blood calcium with tetany and the 
fancied resemblance of this disease to eclampsia, together with the 
efficiency of calcium therapy in the treatment of the former, have 
revived the theory and stimulated many workers. Within the past 
few years several authors, including Drennan,® Oliver,® Halford,’' Oet- 
tingen,® Loew,® and others have advocated the hj’-pothesis upon purely 
theoretical grounds, or upon the clinical results of calcium adminis- 
tration or dietary regulation. The latest of these, Oettingen,® has 
most attractively combined a supposed calcium deficiency with Zange- 
meister’s hydrops gravidarum theory'® and Fischer’s conception of 
edema" to explain the disease upon the basis of physico-chemical 
changes, but has failed to advance any proof of his contention. 

On the basis of this hypothesis, attempts have likewise been made 
to produce eclampsia-like conditions in experimental animals by re- 
ducing the blood calcium by means of chemical agents. Burekhardt- 
Socin''® lowered the calcium in the circulating fluid by intravenous 
injections of oxalate radicals and described clinical disturbances which 
bore some resemblance to eclamptic manifestations. This work has 
not been confirmed, and, moreover, the mere demonstration of such 
results is of little value unless similar alterations in blood calcium are 
found in puerperal eclampsia to substantiate the conclusions, which 
can be so easilj^ drawn from laboratory experience alone. 

NORMAL VARIATIONS IN SERUM CALCIUM; AND MAGNESIUM DURING 
THE REPRODUCTIVE CYCLE 

Actual analyses of the blood for calcium (and magnesium) during 
normal pregnancy have been reported during the past few years, but 
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the results are too divergent to he conclusive. The older analytical 
procedures either required such large quantities of blood as to make 
repeated determinations impracticable (ashing, precipitation of the 
calcium as oxalate, and filtration, followed by permanganate titration 
or weighing as calcium oxide), or gave such varying results that their 
accuracy must be suspected (Blair-Bell’s method of counting the cal- 
cium oxalate crystals in diluted blood after the addition of an oxalate 
solution). 

With these methods the results were, for the most part, unsatisfac- 
tory. Lamers^^ reported an increased plasma calcium during preg- 
nancy with a considerable further rise at the time of labor, and a 
postpartum drop to the pregnancy level, where the values remained 
during lactation. Kehrer^^ in 1913 stated that in normal pregnancy 
he had found the whole blood calcium somewhat increased, but that 
blood samples taken nine or ten days after delivery showed a con- 
siderable decrease. He attributed the puerperal diminution to blood 
lost at the time of labor, to lactation and to a calcium poor diet. 
Linzenmeier’^® and Aymerich’-® in the same year, confirmed Kehrer’s 
finding with regard to the calcium increase in whole blood during 
the second half of pregnancy, but made no determinations upon puer- 
peral patients, Jansen’-’’ found practically no change in the whole 
blood calcium during any part of the reproductive cycle, although the 
tendency was toward an irregular increase, Meigs, Blatherwick and 
Cary’® were likewise unable to detect any variations in the calcium 
content of the plasma of cows during pregnancy or lactation. On the 
other hand, Morley,’® using the Blair-Bell technic in 1913, concluded 
that * there is a lessened amount of calcium in the blood of 

pregnant women and of women in labor.” 

Kehrer,®® in 1920, repeated his earlier work upon whole blood and 
came to quite different conclusions, which were later confirmed by 
Mazzoeco and Moron.®’ Kehrer found that the values during late 
pregnancy, at the time of labor, and in the early lactation period are 
geuerall}’’ somewhat below normal, although not infrequently noi’mal 
concentrations obtain. He says that, “One may, therefore, speak of 
a low degree of physiological deprivation in the organism at the end 
of pregnancy and in the early puerperium and, further- 

more, offers three possible explanations for the observed ’changes: 
(1) the physico-chemical properties of the blood become altered so 
that the calcium salts are less readily soluble than in the nonpregnant 

state, (2) the blood becomes diluted, (3) calcium assimilation is re- 
tarded in some unknown way. 

^ Since It IS Ivuown that the corpuscles contain practically no cal- 
cium, It would seem that the analyses of serum or plasma would give 
more useful information, particularly when it is remembered that 
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the percentage Yolmne of cells in whole blood is subject to marked 
physiological variations. It seems probable that little or no calcium 
is used up in the process of clotting and that the calcium content of 
plasma and serum is, therefore, practically identical. Following the 
appearance within the past four smars of more accurate methods of 
analysis upon small samples of serum or plasma, certain other pub- 
lications upon the subject have appeared, the majority of them since 
this work was begun. 

Hess and Matzner-" determined the serum calcium by Lyman’s 
method and in 11 antepartum specimens found an average of 10.4 
mg. per 100 c.c. while in 18 earty postpartum samples the average 
was 9.75 mg. per 100 e.c. Since no normal control figures are given, 
it is impossible to saj’ Avhether there is an appx’eeiable change at- 
tributable to pregnancy, although a comparison v'ith the generally 
accepted normal A'^alues ivould indicate that there is no significant 
alteration. On the other hand, their figures shoAV a relative diminu- 
tion in the first 48 hours after delivery, CAmn though the absolute 
quantities are open to criticism by reason of the demonstrated in- 
accuracies of the method employed. 

De WesseloAA’,-^ using the Kramer-Tisdall method,"'* examined the 
sera of 17 normal nonpregnant Avomen, 32 normal pregnant Avomen 
from the third to the ninth month of gestation, and 22 puerperal 
patients (9 early and 13 late). The average Amines during preg- 
nancy Avere all slightly loAver than in the nonpregnant controls, in- 
dicating a definitely loAver trend for the serum calcium during this 
period, but only in the six-to-seAmn-months period Avas the average 
below the normal limits, and in eAmi-y group there AA’ere samples in 
Avhich the calcium Avas quite noimial. In both the early and late 
puerperium, the calcium values AAmre normal, but it should be noted 
that no specimens Avere obtained during the first tAA'o dajm after 
delHery. 

Krebs and Briggs"® recently reported some studies of the organic 
and inorganic blood constituents in 17 normal pregnant women and 
conclude as folloAVs: “The results ^ show a great constancy 

of all the elements in normal pregnancy, regardless of the period of 
gestation, with one exception, nameljq that in the last Aveeks of preg- 
nancy our few cases shoAved the calcium content to be slightlj 
loAvered. ” They found the calcium of the plasma or serum to A'ary 
from 7.5 to 10.0 mg. per 100 c.c., AAdiile the magnesium ranged from 
2.1 to 2.7 mg. per 100 c.c. 

Leicher,'^® in 3 cases of normal pi'egnancy at the third and fourth 
months, found tlie serum calcium to be normal, AA’hile among 10 
AA’omen nearly at full term 5 shoAA*ed normal Amlues, 2 were in the 
loAver range of normal and 3 Avere distinctly Ioaa', and in 9 puerperal 
patients 6 AA-ere normal and 3 Avere subnormal. These A'alues must 
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be considered only as comparable witbin tbemselves, since the ab- 
solute values are considerablj^ higher than those usually accepted 
as normal. 

There is thus seen to be a certain divergence of opinion as regards 
the normal variations of blood calcium during reproduction and, 
moreover, the individual authors have reported series of eases al- 
together too small to permit of general deductions, or have employed 
analytical methods which are open to criticism, while magnesium 
determinations seem not to harm been attempted except by Krebs 
and Briggs."® 

Under these circumstances, it seemed advisable for us to undertake 
a more extended series of observations upon the calcium and mag- 
nesium content of the serum during normal pregnancy, at the con- 


Serum Calcium 



PKEGRANCY 

LABOR. 


rbrmai 

IlOT-rVegmnt 

Wbmea 

Serum 

LUMAB MOUTHS 

U2 3 4 5 6 7 8 3 .10 

At- 

Delivery 



K3iK 

• 

i 

• 

• 

• 

• 

• 

•• 

1 

•• 

x. 

\ 

• 

« 

• 

9 

I 

• 

• 

• 

•» 

• 

# 

• 

• 

•• 

• 

• 

• 

• 

• • 

•• 

• 

• 

• 

• 

• 

• 

1 

• . 

t 

• 

• 

• 

• 

•• 


1 


1 

• 

•• 

•»f9 

• 

•«: 

• 

#• 

••• 

•• 

- — 

••• 

• 

•• 

• 

• 

• 

• 

• 

•• 

• 

»• 

7 

• 

7 

t 

• 

• 

• 

•••• 

•• 

• ••# 
••• 

• 

»• 


Fie. 1. 


elusion of labor, and at various periods after delivery. We have, 
therefore, deteimined the serum calcium in 40 normal nonpregnant 
women controls, 105 normal pregnant women fairly evenly distrib- 
uted fiom the fifth to the fortieth week of pregnancy, 29 women at 
delivery and 31 from twelve hours to twelve weeks postpartum; and 
the serum magnesium in 16 normal nonpregnant women in the child- 
bearing age, 29 during pregnancy, 23 at the end of labor and 18 
during the postpartum period. 

experimental 

UlT' T ^ separated by centrifngali- 

method of De^W 

e d as modified by Kramer and Tisdall,^* while 
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tile magnesium determinations were made by a combination method 
recently described by us,=^® which gives values comparable to those of 
the procedures generally employed. All determinations were made 
in triplicate and every precaution was taken to insure their accuracy. 

The calcium values obtained are presented in Table I, while Figure 
1 is a graphic representation of the same data in which individual 
determinations are represented by dots, in order that the occurrence 
of exceptional cases may not be lost sight of, as so often happens 
when only average values are recorded. The continuous line connects 
the average values in each period and shows the general trend of the 
concentration of calcium in the serum during the various stages of the 
child-beai'ing period. The figures for healthy nonpregnant women are 
introduced for comparison, and in Fig. 1 the dotted horizontal indi- 
cates the average of these forty determinations. 


Table I 

Serum Calcium in Normal Pregnancy, Labor and PuERPEKroM: 


SUBJECTS 

NUMBER OF 
DETERMINA- 
TIONS 

SERUM CALCITOI 

average 

RANGE 

Normal nonpregnant vomcn | 

1 

40 : 

mg. per 
100 c.c. 

9.7 

mg. per 

100 c.c. 
9.0-10.6 

Pregnancy ! 

1- S weeks 

9-12 ‘ ‘ 

13-16 “ 

17-20 " 

21-24 “ 

25-28 “ 

29-32 “ 

33-36 “ 

36-40 ‘ ‘ 

7 

19 

12 

11 

11 

15 

11 

14 

5 

9.9 

9.1 

9.4 

9.1 

5.5 

8.9 

9.0 

9.0 

S.S 

9.2- 10.9 

8.3- 9.9 

5.5- 9.9 

8.3- 9.9 . 

8.2- 9.2 

7.5- 10.0 

7.5- .9.5 

5.3- 10.1 

7.7- 9.5 

At the time of delivery 

29 

S.9 

7.8-10.3 

Postpartum 

1- 3 days 

4- 7 “ 

8-14 ‘ ‘ 

15-21 “ 

more than 21 days 

8 

7 

7 

4 

5 

8.8 

9.1 

1 9.7 

1 10,2 

1 9.6 

8.1- 9.6 

8.2- 9.5 
9.4-10.3 
9.6-10.7 

9.2- 10.0 


It should be noted that after the second month of pregnancy the 
serum calcium tends to be somewhat lowered, although occasionally 
it Jnay even be slightly above the nonnal average. As term is ap 
proached these exceptions become less numerous and are quite unusual 
at the time of labor. During the last five lunar months of pregnancy 
the average serum calcium values never exceed the lower limit for 
normal as found in our series of nonpregnant women (9.0 mg. per 
100 c.e.), and are consistently maintained at a level considerably lower 
than the average for normal nonpregnant women. 

At the end of labor and during the first three days of the puer- 
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Tablb U 


Normal Sekdm Magnesium Values 


SUBJECTS 


A.VERAGE 

VALUE 

range op 
VALUES 

INDIVIDUAL DETERMINATIONS 

Healthy 

nonpregnant 

women 

16 

mg. per 
100 c.e. 
2.29 

mg. per 
100 C.C. 
1.9-2.7 

mg. per 100 c.c. 

1.9 2.0 2.0 2.1 2.1 2.2 

,2.2 2.2 2.2 2.3 2.3 2.4 

2.6 2.6 2.7 2.7 

Piegnant women 

, 29 

2.26 

1.5-2.9 


1- 8 weeks 

4 

2.35 

1.6-2.9 

1.6 2.2 2.7 2.9 

9-12 ‘ ‘ 

1 5 

2.04 


1.5 2.0 2.1 2.2 2.4 

13-16 “ ' 

3 

t 2.13 

1 1.9-2.5 I 

1.9 2.0 2.5 

17-20 “ 

2 

i 2.50 


2.1 2.9 

21-24: “ 

2 

1 2.45 


2.4 2.5 

25-28 " 

4 

1 2.33 

2.0-2.7 

2.0 2.1 2.5 2.7 


5 

i 2.38 

2.1-2.7 ' 

2.1 2.3 2.3 2.5 2.7 


3 

2.10 

2.0-2.2 

2.0 2.1 2.2 


1 

2.10 

2.1 

2.1 





1.4 1.6 1.6 1.7 1.7 1,7 

At the end 




1.7 1.8 1.8 1.9 1.9 1.9 

of labor 

23 

2.03 

1.4-3.2 

1.9 1.9 2.0 2.1 2.2 2.3 





2.4 2.6 2.6 2.8 3.2 

Puerperal women 

18 

2.16 

1.7-3.0 


1- 3 days 

3 

2.03 


1.7 1.8 2.6 

4- 7 " 

2 

1.80 


1.8 1.8 

8-14 “ 

4 

2.43 

2.0-3.0 

2.0 2.2 2.5 3.0 

15-21 

5 

2.26 

1,9-2.S 

1.9 2.0 2.2 2.4 2.8 

more than 21 days 

4 

1.98 


1.8 1.9 2.0 2.2 


Serum magnes i u m 
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perium, the average values for serum calcium are very similar to 
those found in later pregnancy. In individual cases there seems to be 
a tendency toivard a slight increase at the time of labor, followed im- 
mediately by a fall, but this is only weakly reflected in the average 
values. During the latter part of the first week postpartum, there is 
an appreciable rise in the curve, and a normal serum calcium seems 
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to have been restored by the second week, the rate of recovery vary- 
ing with individual patients. Some tendency toward ovei’-compen- 
sation may be indicated by the high values obtained during the third 
week of lactation but the number of eases is too few to be conclusive. 
It Avould seem, however, that the continuance of lactation is not asso- 
ciated with a high serum calcium, as evidenced by the normal figures 
obtained in the late puerperium. 

The serum magnesium values (Table II and Fig. 2 ) obtained upon 
70 obstetrical patients ranged from 1.4 to 3.2 mg. per 100 c.c., while the 
average figures varied from 1.8 mg. per 100 c.c. in the latter part of the 
first week postpartum to 2.5 mg. in the fifth month of pregnancy, 
as against 2.3 mg. per 100 c.c, in the 16 normal nonpregnant women. 
Of the values obtained during pregnancy, 21 of the 29 were between 
2.0 and 2.5 mg. per 100 c.c. (Fig. 2), whereas during labor 13' out of 
24 were between 1.6 and 1.9 mg. per 100 c.c., with the others scat- 
tered over a wide range, and during the puerperium 12 out of 18 were 
between 1.8 and 2.2 mg. per 100 c.c. Among the 16 normals, 11 lay 


Table III 

Normal Serum Calciuji and Magnesium: Kepeated Deterjiinations upon Indi- 
vidual Cases 


patient 

date 

period 

CALCIUM 

MAGNESIUM 

H 

1-20-23 

36 wks. preg. 

mg. per- 100 c.c. 

9.4 

mg. per 100 c.c. 
2.2 


2-20-23 

At delivery 

9.1 

1.8 

D 

12-10-22 

24 wks. preg. 

8.6 

. • 


4-19-23 

9 d. p.p. 

9.4 

• • 

C 

1-13-23 

25 wks. preg. 

S.S 

2.0 


4-19-23 

10 d. p.p. 

9.4 

• • 

M 

2-15-23 

At delivery 

8.5 

1.8 


2-17-23 

2 d. p.p. 

9.6 

1.7 

11 - 

2-14-23 

At delivery 

8.8 

1.7 


2-17-23 

3 d. p.p. 

8.9 

l.S 

G 

1-25-23 

At delivery 

8.0 

1.8 


2-10-23 

16 d. p.p. 

10.5 

2.4 

0 

2- 3-23 

At delivery 

8.6 

1.9 


2-10-23 

7 d. p.p. 

9.4 

1.0 

A 

1- 6-23 

At delivery 

8.8 

1.7 

2.0 


1-19-23 

13 d. p.p. 

10.3 


3-20-23 

10 wks. p.p. 

9.2 • 

• • 

C 

2- 5-23 

At deliver}' 

8.7 

1.9 


2- S-23 

3 d. p.p. 

9.2 

2.0 

L 

1- 3-23 

At delivery 

8.6 

2.6 


1-19-23 

16 d. p.p. 

10.7 

1/J 

McG.... 

1-17-23 

At delivery 

9.0 

1.4 


1-27-23 

10 d. p.p. 

9.8 

2.5 

C 

1-15-23 

At delivery 

8.4 

2.4 

2.8 


1-31-23 

16 d. p.p. 

9.6 

D 

1-25-23 

At delivery 

8.7 

2.2 


2-10-23 

16 d. p.p. 

10.1 



PLASS AND BOGEET: CALCIUM AND MAGNESIUM IN BLOOD 435 

between 2.0 and 2.4 mg. per 100 c.c., figures which agree closdy with 
the few determinations previously reported for normal individuals. 

When all the pregnancy magnesium figures are considered together, 
both the average values and the extremes are seen to correspond very 
closely with those of the nonpregnant women, and the mode is simi- 
larly situated. There is perhaps a tendency, in the last two months, 
for the concentration of magnesium to be slightly diminished but our 
figures are too few to be conclusive. At the end of labor, on the 
other hand, the average is distinctly lower (10 per cent) and the mode 
falls at a lower point, while during the puerperium the general ten- 
dency is toward more normal values, although the few specimens ob- 
tained in the first week after delivery are even lower than those 
taken at labor. In general, then, it would seem that the serum mag- 
nesium varies somewhat as does the calcium and in all probability 
the same factors are responsible for the observed changes. While the 
actual variations in the serum magnesium are small, the proportional 
changes are fairly comparable to those noted for calcium. 

In a few instances, repeated determinations upon the same patient 
showed that the variations in both serum calcium and magnesium, 
which appeared in average figures, can usually be demonstrated also 
in the individual (Table III). 


DISCUSSION 

The interest attaching to such a demonstration of a tendency for 
the serum calcium and magnesium to be decreased during the latter 
part of pregnancy, at the time of labor, and during the early puer- 
perium, is largely dependent upon its interpretation. It might be 
regarded as evidence of a certain degree of depletion of the mineral 
resources of the maternal organism by reason of the fetal demands, 
but the experiment of Hoffstrbm^ offers a fairly conclusive argument 
against such a hypothesis. Furthermore, we have shown in recently 
published experiments on the maternal-fetal interchange that the fetal 
serum calcium is invariably equal to and may exceed the values ob- 
taining in noiTual adults, while the fetal magnesium is always as high as, 
and may be liigher than, that in the mother’s serum, so that pi’esumably 
the fetus is able to maintain in its circulation the optimum amount of 
these two minerals needed for its full development, in spite of the 
loweied concentration of these elements in the maternal serum. In 
the second place, it might be looked upon as a result of an inefficient 
assimilation of the ingested mineral food, but again Hoffstrom’s bal- 
ance experiment would render such a theory very improbable. Finally, 
It may prove to be merely a relative diminution due to actual dilution 
of the serum, and we are, at present, inclined to view it in this lio-ht 
There is considerable evidence that the blood volume becomes aug- 
mented during pregnancy by reason largely of an increased plasma 
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dilution (liydroplasniia). Miller, Keitli and Rowntree=® demonstrated 
this in 1915 by their method of dye injection, and all the purely 
chemical studies available have tended to confirm their opinion. 
Stander and Tyler®” found an appreciable increase in the water con- 
tent of the whole blood and plasma during pregnancy. They maintain 
that this dilution increases gradually up to the seventh month and 
subsequently remains stationary or slowly decreases. DeWesselow®® 
determined the total solids of the serum during the course of his 
experimental work and detected a progressive decrease during preg- 
nancy, with a gradual return to normal after delivery. Except dur- 
ing the early days of the puerperium, however, there were occasional 
specimens which failed to show a diminished solid content. In gen- 
eral, the dilution tended to parallel the calcium values — ^low solid 
content being associated with low calcium. 

Our own experience, based upon determinations of plasma and 
serum protein values, to be published shortly, also indicates a gradual 
dilution, beginning at about the middle of pregnancy and increasing 
up to full term, with a slight concentration at the time of labor. Fol- 
lowing delivery there is a further rapid dilution for the first 48 hours, 
due apparently to an influx of water from the tissues, but from this 
point the plasma protein rapidly increases to normal, where it remains 
during lactation. 

Quite usually, an appreciable edema is associated with diminished 
plasma or serum protein, the diminution being roughly proportional 
to the accumulation of water in the tissues. During this hydroplasmia, 
the freezing point depression of the plasma is somewhat decreased, 
according to Zangemeister,®^ so that a lowered osmotic pressure ob- 
tains, although there is an increase in the sodium chloride, which tends 
to limit the physico-chemical changes produced by the dilution. The 
antagonistic action of sodium and calcium ions in solution is well 
established, but it cannot be said with certainty that the variations in 
calcium concentration are due to such alterations, although such a 
view is well within reason. Moreover, it cannot, at present, be stated 
whether the blood dilution (increased water content) is the cause or 
effect of the inorganic salt changes. At any rate, the lowering of 
the serum calcium is associated with a dilution of the serum and with 
an increase of certain other electrolytes, e.g., sodium chloride, so that 
the total ionic concentration remains very little affected. 

CALCIUM AND MAGNESIUM IN THE BLOOD DURING THE TOXEMIAS 

OP PREGNANCY 

Drennan® in the course of a series of articles upon the general 
subject of the abstraction of calcium salts, advanced the theory m 
1911 that depletion of the calcium in the maternal organism is the 
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cause of eclampsia. She failed, however, to adduce any evidence to 
support such a hypothesis. 

Two years previously Halford^ and Mitchell®^ had suggested the 
same thing and had reported several patients with toxemia, with and 
without convulsions, in whom the therapeutic administration of cal 
cium lactate was associated with marked clinical improvement. It 
would seem, however, that the other measures adopted might in them- 
selves have been responsible for the disappearance of the symptoms. 
In fact, no conclusive clinical demonstration of the efficacy of even 
large doses of calcium lactate or calcium chloride in the pregnancy 
toxemias has yet been. forthcoming, and our own experiences have 
been disappointing. 

Oliver® (1915) and Loew® (1919) suggested that eclampsia may be 
due to some disturbance of calcium metabolism, and advised a diet 
rich in milk, vegetables and fruits during pregnancy, in order that 
a calcium deficiency might be avoided. In this connection, it is cer- 
tainly not unreasonable to attribute the diminution of eclampsia in 
certain, regions of Central Europe during the war to an increase 
in the consumption of mineral salts depending upon the dietary 
changes necessitated by the blockade, rather than to the decreased 
protein or fat intake, as stressed by the German writers. The bene- 
ficial effects of a straight milk diet in the pregnancy toxemias is also 
more probably referable to the mineral content than to any other 
factor, although such contentions cannot be accepted as proven facts. 

Nowhere have we seen any specific reference to magnesium de- 
ficiency as a cause of the toxemias, although Bissmann®® has advocated 
the rectal administration of magnesium sulphate solution in toxic 
patients, in order to reduce the blood pressure, and the intradural 
injection of the same salt following spinal puncture in eclampsia. 

Several authors have recorded scattered calcium analyses of the 
whole blood, plasma or serum of toxemic women, but only one writer 
has recorded the magnesium content. Earners,^® in 4 eases of eclamp- 
sia, found plasma calcium within the range obtaining in his 14 normal 
subjects. The absolute values (10 to 12 mg. calcium per 100 c.c.) 
are probably incorrect, but the relation between the various samples 
suggests that no essential changes appear in eclamptic women. Lin- 
zenmeier^® aBo found normal values for calcium in the whole blood 
of 5 eclamptic patients. 

Kehrer«. detected a lowering of the whole blood calcium in both 
nephritic toxemia and eclampsia, and stated that this condition con- 
tinues during the puerperium even in spite of an almost exclusive 
milk diet. In certain instances, however, the values were not below 

those noted in normal pregnancy, so that no significant conclusions 
can be drawn. 

Mazzocco and Moron/^ although they found a diminished whole 
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blood calcium duriug pregnancy and believed that tbeir results con- 
firmed tbe decalcifying influence of gestation, were yet unable to 
detect any relation between tbe occurrence of eclamptic commlsions 
and tbe calcium content of tbe blood in tbe two eases studied. 

Halverson and Bergeim®^ noted subnormal serum calcium values in 
three eases of eclampsia (8.47, 8.5 and 8.66 mg. Ca per 100 e.c.), but 
in a single case of pernicious vomiting obtained a normal reading of 
10 mg. Similarly low calcium figures were noted in many cases of 
uremia, even tbougb tbe urinary output of calcium was distinctly 
below normal, and an increase was detected when clinical improve- 
ment of tbe condition occurred. 

Macallum®® analyzed tbe plasma of three eelamptics and found “tbe 
calcium in two cases above normal and in one case normal; tbe mag- 
nesium in two cases high and in one normal.” 


Experimental 


We have done 36 serum calcium determinations upon 19 patients 
suffering with various forms of late toxemia (Table IV), and 8 mag- 
nesium determinations upon 2 such patients (Table V). 

In general, tbe calcium results were not different from those ob- 
tained in uncomplicated gestation, although 3 specimens showed a 
lower concentration of calcium than any of our normal samples, (Case 
No. 2, Case No. 11, Spec. 5, and Case No. 15). Tbe first of these 
patients bad no demonstrable edema, whereas tbe other two bad pro- 
nounced swelling and ascites. Another unusual case was No. 16, an 
early pregnancy complicated by a severe grade of chronic nephritis, 
in which an extremely high value (12.2 mg. per 100 c.c.) was found. 

Whenever samples were examined some days after delivery and 
full recovery, the serum calcium was found to have returned to the 
normal level, thus following the normal puerperal variations. Case 
No. 11, was one of interrupted eclampsia, in which labor was induced 
thirteen days after the convulsions had ceased, because of continued 
albuminuria and hypertension. Here the symptomatic improvement 
during the first several days was associated with a gradually diminish- 
ing serum calcium in spite of calcium therapy, a fact which argues 
quite decisively against any direct relationship between the convul- 
sive manifestations and a diminution of the blood calcium. Smulaj^ 
conclusions were reached by Kehrer,^^' and Mazzocco and Moron. 

It would seem that the lowered serum calcium in the late pregnancy 


toxemias is susceptible to the explanation advanced in discussing nor- 
mal gestation — blood dilution. There is certainly a tendency for the 
values to be higher when there is no edema and lower when the 
swelling is marked, although no absolute correlation can be made out. 

Our observations upon serum and plasma protein indicate that a 
greater degree of hydroplasmia is to be expected in toxic women. 



PliASS AND BOaERT: CALCIUM AND MAGNESIUM IN BLOOD 


441 


o 

< 

o 

cA 

P4 



in 


o ^ • 
R 

I 

10 CO 

.S O 

• 4-3 . 

o ^^1 

fcoS 

TO Cd CO ' 

O ^ 


0 

01 
o 


CO 

I I 
I <£> 

6.5 c- , 

“ is 

■W 'O rj3 I 

■« -M «0 I 


<J << 


SERUM 

MG 

mg. per 
100 c.c. 

2.3 

2.4 

2.5 


CO CO CO 
cq cq d 

1 

IP rH 
rH rH CO 

P 

rH rH rH 

P 

H 

marked 

<< 

none 

d 

a 

D 

a 

3 

D 

P 

u . 

© 

d5 

lo 

O 

SYSTOLIC 

BLOOD 

PRESSURE 
_l 

1 mm. 

160 

175 

110 

<: 

p 

cq ^ ^ 

M O 

W fe 

^ ^ 5 

I ° § 

^ § 

ft 

ft 

CASE 

NO. 

1 

rH j 


6 

o 

. 

R 

.2 a 

•i3 

U CO 

o 
w 
a 
R 
0) 


0 w 
fl S ^ 

o 

1 n:3 

w G? 

^ S OJ 

f -« fe*.5 


CO 

R 

««H O 
“ 'H 


O 

Or^ 

R I 


rl 'P 

rcJ 05 

d & ro S 

fe c § S o 

f! o .2 o 

O O to ^ > 

nSS 

p 'O 
fl 3 m 

O C3 


O 

CO rH 


Q> O 

hi 


cj 




Li Tj TO 

W <1 12; OQ *< 


in 

04 

iR 

W 


00 tH Ci O Ci 
ca CO w w oq 


I CO CO CO CO CO 
|Cq cq CQ cp oq 
CO CO l> o iH 

iip IP lo li Ip 


o 

JsJ %# 

5 '* 

6 


^ M t4 f.. 

O Q © o o 
P< Pf P) Pj Pj 

icj cij d o o 

® O Ip 0,0 

o o o O o 

^ ^ rH rH 


^ o o lO o 

CO CO CO lo 

»-« rS r-1 M rH 


O ^ 


co^ :: 






THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 


although exceptions are frequently noted. This experience is in ac- 
cord with Zangenieister^® and is substantiated by the observations of 
Stander and Tyler^® upon the water content of the blood. The latter 
authors found that in eclampsia or chronic nephritis complicating 
pregnancy the percentage of water in the whole blood or plasma maj*^ 
be greatly increased, the increase being roughly proportional to the 
extent of the general edema. 

In two patients calcium lactate and calcium chloride were given 
during the course of treatment and in one instance magnesium sul- 
phate was administered by rectum. No definite change in the patients’ 
condition could be detected, and no real increase in the serum con- 
centration of these substances was demonstrable, although at times 
it was felt that there was a tendency for the blood pressure to be- 
come somewhat lower following such therapeutic procedures. 

The few serum magnesium determinations upon toxemic individuals 
quite consistently gave relativelj'- high results (2.3 - 3.1 mg. per 100 
e.c.), with no definite variations incident to the symptoms. Certainly 
there is in these two eases no diminution of the magnesium, and it 
may be that further work will confirm our findings and those of 
Macallum,®® showing values slightly above normal. 

CONCLUSIONS 

1. Analyses on 105 normal pregnant women showed a definite and 
consistent tendency toward a lowering of serum calcium during preg- 
nancy. This tendency was more marked tOAvard the end of the 
period of gestation; 50 per cent of the Avomen examined in the last 
5 months of pregnancy shoAved serum calcium beloAV the loAvest 
values observed in normal nonpregnant women (9.0 mg. per 100 c.c.), 
Avhile the same degree of diminution Avas found in only 22 per cent of 
those examined in the first half of pregnancy. No Amlues below the 
normal range were noted in the first 8 Aveeks of gestation. 

2. The aA’erage A’^alues for serum calcium in noi’mal pregnant Avomen 
Avere distinctly loAver than the aA’^erage for normal nonpregnant Avomen 
(9.7 mg. per cent). They indicate a progresswe diminution of serum 
calcium during the first half of pregnancy and a relatwe constancy of 
these Amines (8.8 - 9.0 mg. per cent) during the latter half of this 
period and at the time of labor. 

3. The decreased concentration of calcium in the serum during 
pregnancy is probably not related to any calcium deficiency in that 
period but may be most logically accounted for at present Aipon the 
basis of the coincident occurrence of a dilution of the plasma (hydro- 
plasmia), for Avhich there is considerable CAudence. 

4. The A’alues for serum calcium obtained in cases of the toxemiiis 
of pregnancy are quite comparable to those found in normal a\ omen 
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at the same period o£ gestation. There is no evidence that low serum 
calcium hears a casual relation to the convulsive manifestations of 
eclampsia. 

5. The serum magnesium in normal nonpregnant women was re- 
markably constant, 11 out of 16 determinations falling between 2.0 
and 2.4 mg. per 100 c.c. (average 2.3 mg. per cent). 

6. The magnesium content of the serum ^showed a tendency to be 
lower toward the end of pregnancy, and especially at the time of 
labor, similar to that shown by the serum calcium and probably at- 
tributable to the same cause. 

T. A few determinations of serum magnesium in cases of toxemia 
gave values within the upper limits of the normal range. 

8. Both the calcium and magnesium content of the serum return to 
normal shortly after delivery, although determinations made in the 
first tivo days postpartum gave values as low, if not lower, than those 
observed at labor. 

9. The serum of lactating women showed no significant variations 
in calcium and magnesium content from that of normal nonpregnant 
women. 
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AN OUTLINE OP POSTPARTUM CAEE'^ 

By Herbert Thoms, SI.D., P.A.C.S., New Haven, Conn. 

^ I ^HE influence of custom and tradition is shown in obstetrics more 
than in any other branch of medicine. This is particularly true of 
the puerperium. Antiquated methods of treatment are still used in 
an empiric way by many practitioners and it is a fact that practically 
no two institutions, hardlj’' two individuals, treat postpartum eases 
alike. In a large majority of cases delivered outside of hospitals these 
patients may be said not to be treated at all. 

The prenatal period approaches a gradual and natural climax, viz., 
the birth of the baby. Following this event the patient is many times 
simply placed in charge of the nurse and in the absence of fever or 
other alarming manifestations, she is allowed to manage the ease. 

In these days when so much attention has been drama to the pre- 
natal period and its treatment, it suggested itself to me that it might 
be Avell to discuss a feav points in the treatment of the postnatal pa- 
tient. It seems rational to belleAm that if we are giAmn a normal pa- 
tient, a normal delivery, and a normal baby, that here at least is one 
condition in the realm of practical medicine the treatment of which 
could be more or less standardized. There must be one best outline 
of treatment for puerperal patients. With this idea in mind I propose 
to take up in a brief AAmy a feAV points in the treatment of the normal 
puerperal patient and to discuss AAdiat I think constitutes rational and 
competent treatment during this period. 

What is meant by the puerperal period? It may be stated that this 
period constitutes the time from the completion of labor until the 
organs of reproduction return to their normal state, and that this 
usually takes from six to ten Aveeks. This return to normal, or involu- 
tion is most rapid during the first ten or twelve days and while Ave 
regard this as a ph5^siologic process it may easily and rapidlj^ become 
a seriously pathologic one. 

The outline of our treatment of this period may be conveniently 
grouped as folloAA^s, 1. To enforce an adequate period of rest. 

2. To preseiwe asepsis in the birth canal. 

3. To correctly manage the function of lactation. 

Best . — It is agreed that if tJiere is one person on earth Avho has eamed 

a good rest it is the parturient AAmmaai. Aii initial period of rest is of 
A^ery great importance and something Avhieh I ahvays insist shall be 
instituted immediately after delwery. The room should be darkened, 
the baby and all persons except the nurse excluded and the patient 
made as comfortable as possible, flat on her back AAuth the head kept 

•Read at a meeting' of the New Haven Medical Association, April 4, 1023. 
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low. If after a sliort time a natural restful period is not obtained, I 
have no hesitancy in using codeine or even morphine in order to 
secure it. After a long and exliausting labor the patient may often- 
times be too excited to relax into a restful state and an efficient seda- 
tive or hynotic at this time is invaluable. 

should not the puerperal patient have a reasonable diet 
from the start? What is rational about placing the normal post- 
partum patient on liquids for one or two days and soft diet two or 
three more before giving them something real to eat? For the past 
few years in both ward and private patients it has been my custom 
to give a general diet from the first and I have never seen any unto- 
ward results. There is little danger of overeating or digestive disturb- 
ances if well cooked food is sei’ved to the patient in an appetizing 
manner. For instance, the diet during the first twenty-four hours may 
include eggs, toast, ice-cream, bread and butter, cooked cereal, simple 
salad, baked potato, stewed fruit, riee, and of course soups, water, 
milk, tea, coffee, cocoa, etc. On the folloAving day a regular diet may 
be instituted. With sensible reservations the patient may eat any- 
thing that she wishes to. It may be furthermore stated that successful 
lactation is insured by a liberal diet from the first. Our daily friends 
who know so much more about the subject of lactation than we do, 
and from Avhom we may learn much, agree that a full diet especially 
rich in protein has an extremely favorable influence in maintaining a 
rich milk supply. There is also something to be said about the psy- 
chologic effect of giving a patient real food when she is htmgry. She 
is more apt to realize that she is convalescing in a normal manner if 
she is allowed to eat the food to which she is accustomed when up and 
around. 


Bladder . — Diet and digestion naturally lead to the question of excre- 
tion. Let me say a few words here concerning the treatment of the 
urinary bladder in these cases. There is one lesson which we should learn 
which may be sloganized thus, “Never catheterize except as a last 
resort.” The great danger of prolonged cystitis resulting from cath- 
eterization even under the most aseptic conditions must constantly be 
borne in mind. The patient should attempt early to urinate. If she is 
unable to do so there are various expedients which may be tried to 
influence this function. These include warm stupes over the pubes, 
the sound of running water, and sterile hot water poured over the 
vulva. Often times a large hot high enema will bring results when 
other things have failed. We need have no hesitancy about support- 
ing the patieiit in the upright position by way of further attempt. An 
odd ti'iek which some of my nurses sometimes suceessMly employ is 
that of placing the patient on a bedpan into which has been poured a 
small quantity of aqua ammonia. Mention should be made of the 
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lij^podermic use of pitiiitrin .5 to 1 e.c. repeated once or twice at half 
hour intervals. In patients -with marked abdominal relaxation a 
binder wbich fits snugly over the pubes often assists by giving the 
patient “something to push ivith.” 

How long may we allow these patients to wait before resorting to 
catheterization? It is perfectly safe to wait until the bladder forms 
a definite tumor over the symphysis and in any case 18 or 20 hours 
may elapse before catheterization is thought of. There is one psy- 
chologic point which I have observed in these patients that have to 
be catheterized, and that is occasionally they become profoundly de- 
pressed and unhappy because of their inability to urinate. I mention 
this so that when it occurs every form of encouragement and assur- 
ance may be given them by the physician and nurse. 

Care of the Bowels . — The routine use of castor oil and other drastic 
purgatives follmving childbirth is as unnecessary as it is unpleasant. 
Since McPherson^ made his report in 1917 I have avoided the old 
regime of purgation and have adopted the following plan. In normal 
eases 24 or 36 hours after labor if there has been no spontaneous 
movement a low soapsuds enema is given. This is repeated daily if 
necessary. If the bowels seem to act in a sluggish manner a mild 
vegetable cathartic or mineral oil is given at bedtime. 

Let me summarize McPherson’s interesting results with regard to 
this method of treating the bowels postpartum. His experiments were 
carried out in 1917 at the Lying-In Hospital in New York Citj’- and 
were briefiy as follows : In 322 cases in which ordinary catharsis was 
used 28 had fever at some time during the puerperium. In the same 
number (322) of cases in which no catharsis was used only three had 
fever at some time during this period and one of these had a mammary 
abscess. Allow me to quote the author’s conclusions, “"When we con- 
sider the lessened danger of infection caused by the spi’eading about 
the mother’s soft parts, of loose diarrheic movements, when we con- 
sider the enormous amount of labor saved for the nurses as well as the 
comfort of the patient, and when Ave consider the figures quoted in 
this series, it gives us some intimation of the necessity for aethm 
thought on the part of the obstetrician for eAmry move that he makes, 
every drug that he preseidbes, and for less habit and more indiA'iduali- 
zation. The uniter is far from belieAn'ng that there is ncA’^er any neces- 
sity for administering a cathartic in the phmperium; quite the con- 
trar 5 ^; but Avhat he ivishes to emphasize is the flan'ger and uselessness 
of routine drugging, and the assigning of certaim-^ffeets to conditions 
which liai’^e not been shoum to be the cause of th^symptoms exliib- 
ited.” \ 

It has been shoAvm furthermore by Kettner^ that milk 'production is 
often greatly influenced by cathai'sis and he states tliat “a dose of 
castor oil or any other purge may turn the scale against tlie normal 
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development of lactation, especially if tlie child does not take hold 
well.” 

The Birth Ganal.—As before noted, onr efforts in this regard shoiild 
be simply to preserve or maintain asepsis. It is essential that the dis- 
charges shall be absorbed and not allowed to accumulate. For this 
reason the vulval pads should be composed of aseptic absorbent 
material. These should be changed whenever soiled, the number in 
24 hours varying according to the amount of discharge. For the first 
two or three daj'^s this should be at least every 3 or 4 hours and each 
time that there has been urination or bowel movements the genitals 
should be well washed from above downward. This is best accom- 
plished by vulval irrigation followed by sterile cotton napes. We may 
or may not use an antisei^tie solution. An antiseptic solution is not 
necessary as has been shomi by E. W. Plass^ in comparative observa- 
tions made at the Johns Hopkins Hospital. Here equally good results 
were obtained, even in eases where there had been perineal laceration, 
by the use of boiled water. Douches are distinctly not indicated at any 
time during the normal puei'perium. It has been repeatedly shown 
that infection has followed their use. 

Care of the Breasts . — The beneficial influence of lactation on uterine 
contraction and involution must not be forgotten. After the first rest 
following delivery the breasts and nipples are thoroughly cleansed 
with soap and water and a simple ointment applied to the nipples on 
sterile gauze or oiled silk or paper. Either sterile vaseline or lanolin- 
may be used for this purpose. Eight or ten hours after birth the baby 
should be put on the breast. This early initiation of nursing is very 
valuable for a number of reasons. The uterus by reflex stimulation 
expels clots more easily and any tendency to hemorrhage is checked. 
The milk production is augmented and the colostrum which acts as a 
natural cathartic prepares the baby’s intestinal canal for milk diges- 
tion. 


It does not seem out of place at this point to speak concerning some 
veiy interesting work which has been recently reported concerning 
the significance of colostrum in newborn calves. Theobald Smith and 
R. B. Little* have demonstrated conclusively the importance of this 
fluid at least for newborn calves, and I think we may draw an im- 
portant analogy from their work. Because of the difficulty in keeping 
alive calves winch ha-^u not received colostrum, these investigators 
experimented with two groups of animals. In one group of ten calves 
which received colostrum, they report three deaths. In a group of 
twelve cahms which did not receive colostrum they report nine deaths. 
Their conclusions were that the calf which is deprived of colostrum 
lacks some lung which permits intestinal bacteria to invade the body 
mid multiply ni the various organs, and they further conclude that the 
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function of colostrum is essentially protection against the miscellane- 
ous bacteria -which are harmless later on -when the protective functions 
of the calf have begun to operate. 

It is my custom to place the baby on each breast for five minutes 
every four hours until the secretion of milk begins to take place. At 
this time three hour intervals are assumed in the daytime and four 
hour intervals at night. Nothing further is done for the breasts except 
cleansing before and after each nursing -unth boric acid solution. 

If the breasts are very pendulous a light binder may be applied, 
never so tight as to interfere -with the free access of air. At the be- 
ginning of lactation the breasts very often become engorged and pain- 
ful. As a rule this is largelj’- due to venous congestion and not to milk 
retention. When this occurs fifteen or t-wenty minutes’ steaming with 
a large hot compress of boiled water will relieve the pain and conges- 
tion almost immediately. Occasionally a single dose of codeine may be 
given in conjunction. I never use the breast pump for this purpose 
for this appliance unquestionably stimulates the breast to further ac- 
tivity a short time after it is used. If fissures are treated immediately 
on their appearance, breast infection will seldom occur. Various as- 
tringents such as glycerite of tannin, tincture of benzoin, or -witch 
hazel may be used. If relief is not secured in a very short time the 
use of the nipple shield should be begun immediately. A glass shield 
is used similar to that at the Sloane Hospital, in combination -ivith a 
three hole anticolic nipple. Of course this is boiled before each nurs- 
ing. If the fissures persist and become deep it may be necessary for 
a light cauterization with the silver stick and the restriction of nursing 
on that side for one or more periods. Mention should also be made of 
the use of the lead nipple shield which I have sometimes used with 
success. 

The Abdominal Binder , — “To bind or not to bind that is the ques- 
tion.” The proper treatment of the relaxed abdominal wall following 
ehildbirth demands our attention not only to prevent a pendulous 
abdomen but also to secure comfort for the patient. While I do not 
advocate the routine use of the abdominal binder I do not think it can 
be entirely dispensed ndth. This is particularly true in multiparfe 
where there is sagging and relaxation of the abdominal wall. In these 
cases no amount of massage or abdominal exercise is going to have 
appreciable effect at least during that part of the puerperium which is 
spent in bed. These patients need abdominal wall support not only 
for comfort but to help them during defecation and micturition, to 
give them something to push with. The binder should be well fitted 
and not too tight. I do not believe all the dire results that have been 
attributed by numerous writers to the use of the abdominal binder, 
such as compression of the uterine and ovarian veins, retardation of 
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involution, constipation, subsequent prolapse. After the patient is 
up and about it seems to me time enough to begin the kind of abdom- 
inal exercises which will prove really beneficial in restoring muscular 
tone to the abdominal wall. At this time also I think that a properly 
fitting corset is essential, particularly in cases where a corset has been 
worn previous to delivery. 

When Slmild the Patient Get ont of Bed?— There have been more 
various opinions and more discussion about the length of time the 
patient should remain in bed following childbirth than any other ques- 
tion concerning the puerperium. "Writers have advocated everjdhing 
from keeping patients in bed three weeks to getting them out of bed 
48 hours after delivery. I think very little analogy may be drawn 
from animals or primitive races in this regard. With regard to the 
former an entirely different mechanical problem presents itself. In 
human beings the floor of the pelvis in the erect posture is subjected 
to a do^vnward pressure which does not obtain in animals in the quad- 
rupedal position. In the latter, a careful study of the differences in 
musculature, carriage, habits, and athletic ability between these and 
their more civilized sisters will soon demonstrate why the latter should 
not go about immediately after delivery. 

I thinlc we should first consider posture in bed. Here one of our 
first problems is free drainage and if the patient is kept lying on her 
back the entire time free drainage is impossible. In order to insure 
this in normal cases on the fourth and occasionally on the third day 
I begin propping them Up in bed. The general rule that I follow is 
as follows; The first few hours after labor the patient is kept flat on 
her back without pillows. After 24 hours she maj'- turn on her side, 
for a short time. After the third day she is encouraged to lie on one 
side and then the other and for a while each day on her abdomen. 
On the third or fourth day she is propped up for a short time one 
notch on the Gatch Bed. This is increased daily so that by the seventh 
day the patient is sitting up in bed practically ad libitum. If on the 
tenth day the fundus has reached the level of the symphysis she is 
allowed out of bed in a chair a few minutes. This is increased daily 
as the patient's strength permits and the thirteenth or fourteenth day 
a few steps are taken. 

Three weeks at the hospital is not only not excessive but quite ideal 
and when patients insist on going home before this time careful in- 
structions are given so that the hospital regime shall be continued at 
home. Patients are not allowed to climb stairs under three and one- 
half Aveeks and are allowed to ride in the open air after the fourth 


to the office I 

maU the final examination. At this time a thorough pelvic and gen. 
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eral examination is made and tlie ease referred to the family physician 
if no further treatment is necessary. 

In this somewhat discursive paper I have tried to emphasize the 
main points in the care of the normal puerperal patient. It is only 
the careful study of a definite postpartum regime that the physician 
will do his whole duty to his patient. If he will take the time to ex- 
plain the reasons for exacting care at this time he will find that every 
intelligent patient will vdllingly cooperate. 
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THE FEEDING OP PLACENTAL EXTRACT TO MOTHERS; 
ITS EFFECT ON BREAST-FED INFANTS.* 

By Samuel P. Abrams, B.S., M.D., St. Louis, Mo. 

T he poor success which a large percentage of my recently delivered 
patients had in nursing their babies, induced me to look into the 
question of stimulation of the flow of breast milk. The placenta 
has received a great deal of experimental attention, since it de- 
velops concomitantly with the marked growth of the breasts. 
Whether or not the placenta is a secretoiy organ is a subject much 
discussed in the literature, but more recently the majority of investi- 
gators seem to agree that the placenta elaborates an internal secretion. 

The placenta was first described as an internal secretory gland in 
1884 by Johannes Miller, and since then a great deal of literature, both 
for and against, has accumulated on the subject. 

Bandler, in the New York Medical Journal, November, 1920, says: 
“Although not making a plea for the use of placental extract, it must 
be considered as an internal secretion, the same as thyroid, o^mry, and 
other glands ; and as to its use being empirical, so is that of all the other 
glands. ’ ’ He theorizes at some length to show the balance of the various 
glands and their effect on menstruation and pregnancy; all of which 
may be summed up as follows; We are dealing with a secretion pro- 
duced by the outer shell of the ovum, viz., syncytial cells and chorionic 
epithelium, which is the early placenta. From the beginning of preg- 
nancy this placental tissue is thrown into the blood sti’cam, producing 
a secretory action. The corpus luteum prevents menstruation, holding 
the decidua for the fertilized ovum. The corpus luteum must be 
stimulated to added growth during pregnancy to prevent menstrua- 


•Kead before the St. Louis Gynecological Society, March 0, li>23. 
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tion and miscarriage; and the stimnlns is supplied by t e secre ion 
from the early placenta, which changes the false to the true corpus 
luteum. The posterior pituitary gland is the antagonist of the corpus 
luteum ; when stimulated by the growth of the corpus luteum, it causes 
the onset of menstruation. The placental secretion aided^ by the 
corpus luteum is antagonistic to the overaction of the posterior pitu- 
itary gland, and prevents the arousing of the posterior pituitary,, 
thereby inhibiting menstruation and miscarriage. There is a balance 
of the endocrines in the menstrual cycle, the ovary and posterior 
pituitary being balanced by the thyroid and corpus luteum. During 
pregnancy these are held in cheek by the placenta. Thus Bandler 
tries to prove a secretory action of the placenta. 

Fellner, Halban, and Cohn, obtained results showing that the pla- 
cental extract plays a role as a stimulus to mammary growth in the 
virgin ; while Biedl, Konigstein, Basch, Prank, and Starling, in ex- 
periments seem to disprove this idea. 

Hammett, in a series of pregnant women in the Boston Lying-In 
Hospital, could detect no difference in size of the breasts when feeding 
placental extract, and says; “From the evidence at hand it is reason- 
ably certain that the placenta has little, if any, direct influence upon 
the mammary hyperplasia of pi'egnancy, the source of the stimulus 
lying in part in the fetus. ’ ’ 

Mammary hyperplasia represents the preparation of the glands for 
the function of secreting milk ; and the source of the stimulus initiat- 
ing and maintaining lactation is the problem to be chiefly discussed 
here. 

Studies of Goetz, Hibhert, and Hister, show that nerve stimulation 
is unimportant for milk secretion. Halhan, in a series of experiments, 
eliminated ovaries, uterus, and fetus as the immediate cause, and con- 
cluded that the placenta, during pregnancy, gives off a substance act- 
ing as a check to milk secretion, and, therefore, removal of placenta 
at term allows the secretory function to be taken up. On the other 
hand, Nieklos claims to have obtained increased milk secretion with 
placental extract, and concludes that there is an overflow of placental 
secretion into the blood stream during labor. This causes milk secretion. 
This explanation, however, does not take into consideration the in- 
teiwal between labor and onset of lactation, nor the question of the 
continuation of milk secretion. 

Van Hoosen and Cornell conclude that placental extract acts as a 

pnlaetagogue, basing their conclusion on the increased weitrlit of the 
infants. ® 


In a series of eases published in the Woman’s Medical Journa' 
J an Hoosen gives some very sti-iking results, and eaUs attention to th 
fact that many animals eat their placenta. She also emphasizes an 
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otlier difference between tbe human and animals ; namely, that the young 
animal immediately attacks the breasts, thereby directly stimulating 
them. She states: “The first report of our results came in the form 
of a complaint from the nurses. They requested that the dose be 
cut down because the patients had so much milk that it was a burden 
to keep the breasts empty. The head nurse on the floor reported 
that on the morning this complaint was made, there had been removed 
from a patient 16 ounces of milk after the infant had taken all it 
would. Three other patients had each 6 ounces i*emoved after nurs- 
ing; a fifth had 8 ounces, and a sixth, 4 ounces. A total of nearly 
three pints of breast milk in one morning from six patients, without 
depriving the baby.” 

In this paper 25 eases are tabulated, all the patients having received 
scopalamin — morphine analgesia, and placental extract. The results 
were as follows: One-fourth of the infants gained during the first 
week, and one-half of the infants maintained or increased their birth 
weight at the end of the second week. Only two infants lost in 
weight, both first and second week. That this effect cannot be 
ascribed to the twilight analgesia, she proved by running parallel 
series of cases, both without placental administration, but giving 
one series seopolamin. She found that only one infant gained the 
first week, while four infants lost both first and second week. 

In a series of 300 cases of McNiel, and McNiel and Hammett, the 
nursing women Avere fed 30 grains of desiccated placenta per day, 
without an increase in milk secretion. In another series by the same 
men, the chemical composition of the milk was tested after the feed- 
ing of the desiccated gland. They found a slight decrease in the 
percentage of fat, a slight increase in protein, and a rather marked 
increase in lactose. 

Although, there was no actual increase in milk secretion, a series 
of cases reported by Cornell, shoived that 87 per cent of the babies, 
whose mothers received desiccated placenta, began their gain on 
the fourth and fifth day of life, against 69 per cent of those not re- 
ceiving the placental extract; 44 per cent of the former regained 
their birth weight before leaving the hospital against 24 per cent of 
the latter. He found the age of the patient played no part in the 
aboAm series. 

Hammett concluded that placenta does not act as a galaetagogue, 
but as a stimulus to the infant’s growth, and in a large series of 
cases showed that there Avas a smaller postnatal decline, a quicker 
reeoA^er 3 ^ from initial loss, and an increase of 60 per cent of the rate 
of growth bj' the thirteenth day. 

To ascertain the effect of the administration of placental extract 
on the maternal metabolism, the purin metabolism of a series of cases 
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was determined by Harding and Yonng. They £onnd a very marke 
increase in purin metabolism, too marked to be ascribed to tbe pnrin 
contents of tbe ingested placenta. Wbetber or not placental tissue 
actually causes an increase in milk secretion, tbe changed milk com- 
position and increased purin metabolism certainly speak for some 
hormone action. 

I believe tbe most important and clear cut results of any investi- 
gator were obtained by 0. Frankl. He showed that tbe placenta is 
an internal secretory organ and by its action inhibits tbe formation 
of milk. He grafted placental tissue into mice Just before tbe birth 
of their young, and found that wherever there was a “take” of the 
graft, the young animals died of inanition due to a persistence of the 
colostrum stage. 

The proper dosage with which maximum results could be obtained 
was also a matter of discussion. Cornell said that he obtained his 
best results with a dose of 5 grains of desiccated placenta three 
times a day. Van Hoosen began with 50 grains per day in divided 
doses. Her patients complained of headache, so the dosage was cut 
to 30 grains per day. 

In the series of cases which I wish to report, a large number were 
given 60 to 80 grains of desiccated placenta per day by mouth with- 
out complaint. The average dose of desiccated placenta for most 
patients in this series was 10 grains three times a day. About 10 
patients, not included in this series, received “Placental Hormone,” 
an experimental product of Parke Davis & Company, but this was 
discontinued because the patients objected to the discomfort of the 
hypodei’mic injection. These cases are not included because there 
were too few to allow conclusions. 

My series consists of 76 cases from the service of the St. Louis City 
Hospital. Any mai-kedly abnormal cases, such as puerperal infections 
with high temperatures, or mothers with babies so premature and 
small that thej’" could not nurse, were excluded from the experiment. 

On account of one’s inability to forecast the supply of Tnilk^ it 
was very difficult to interpret results. It seemed best to compare a 
fairly large group of eases with another group which did not receive 
placental tissue, but whose care and food otherwise were the same. 
This was done by checking against a group of normal eases of an- 
other obstetrical unit of the hospital which were delivered about the 
same time. 

All eases were charted, one curve showing the weight of the baby 
another its temperature, and a third the mother’s temperature. The 

amount and kind of all medication or abnormality was noted on the 
clitirt. 

Since the large babies as a rule nurse better than the smaller ones 
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and as tlie better stimulation makes it likely that the mothers of 
these babies would have a greater supply of milk, the average weight 
of the babies in both groups was compiled to see that there was no 
marked Aveight adAmntage of one group over the other. 

The average Aveight in those reeemng medication Avas 3278 grams, 
and in the other group Avas 3339 grams, a difference of 61 grams. 

The aAmrage initial loss of Aveight in group I Avas 213' grams, and 
in group 11, Avithout placental medication Avas 314 grams. Thus A\dth 
the average Aveight of the babies in both groups practically the same, 
the average initial loss Avas greater in group II. 

In checking the amount of gain over birthAveight in group I, I was 
rather surprised to find that although more babies regained their 
birtliAveight bj’’ the tenth day, the amount of gain Avas less than in 
those of group II avIio did not receive placenta. The average gain 
OA^er birtliAveight in the first group Avas 57 grams, Avhile in the second 
group it Avas 142 grams. Although the amount of gain in the second 
group Avas greater, there Aims a marked difference in the number Avho 
regained their birthAveight. By the tenth day 49.7 per cent of the 
first group had regained their AA'eight, while only 30 per cent re- 
gained it in the second group. 

It has been claimed by some that the mother’s milk “comes in” 
sooner AA'hen placenta is fed before deliA’’ery. I Avas unable to sub- 
stantiate this claim, as feeding for a Aveek or 10 days before the 
birth of the baby did not cause milk to appear before the third day. 

There is, hoAvever, some difference in the time at AA'hieh the babies 
begin to gain Aveight. Taking the fourth and fifth days together, 
86 per cent of cases of the first group gained Aimight, Avhile only 68 
per cent of eases of the second group gained. Sixty and three tenths 
per cent began to gain weight on the fourth day of life, when the 
mothers receiAmd placenta, AA'hile only 30 per cent gained on the 
fourth day, when no placenta was fed. 

Although the results are not striking, there is enough difference 
to belieA^e that the placental extract has had some action on the 
groAvth of the babies, ermn if not on the increase in breast milk. 
Certainly, there is a definite difference in the aA'erages of the tAvo 
groups of eases. 

In order to cheek up the aboA-e sei'ies and to see if the results may 
not haA’e been accidental, Dr. Stoi'rs kindly consented to a similar 
inA*estigation at the St. Louis Maternity Hospital. This series con- 
sisted of only 15 cases, but the general results were about the same 
as in those reported aboAm, although the increase oA’er birtliAveight 
AA'as markedly less in all of these cases, as compared AAuth both Citj' 
Hospital groups. 

In group I, (those to whom placental extract Avas fed), 33 per cent 
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gained on tlie fourth day, 66 per cent on the fifth day, and none 
later than the fifth day. Four cases, or 26 per cent, regained their 
birthweight by the tenth day. 

Group II (no placental feeding), showed 26 per cent gam on the 
fourth day, 60 per cent on the fifth, and 13’ per cent on the sixth day. 
Taking the fourth and fifth days in this series, 100 per cent gained 
in group I, and only 86 per cent in group 11. 

The average weight of the infants in the two groups of the St. 
Louis Maternity Hospital series was 3475 and 3438 grams, respectively. 

The difference in the average initial loss of weight was very small, 
but still in favor of group I. It was 247 grams for group I, and 261 
grams for group H. 

The age of the City Hospital group of patients was between 16 and 
30 years, and about the same number of primiparae as multiparae, 
some of the latter giving a history of no milk with their previous 
pregnancy, and a good supply this time, and idee versa. 

To draw conclusions from a series of this kind, many things should 
be considered, and I believe among the most important is the psy- 
chology of the patient. Those at the City Hospital are of the stolid 
type and desire to nurse their babies, while most of those in the 
wards of the St. Louis Maternity Hospital, are highly neurotic, be- 
sides which, they are very choicy of their food and eat less. 

The size of the breasts has some influence, but does not determine 
whether or not there will be a sufficient milk supply, as many of the 
small breasts secreted better than the larger. Some breasts were so 
small and flat that when filled to capacity they had only about an 
ounce of milk. 

The two series of observations reported here closely resemble those 
of Cornell and Van Hoosen in many ways. I feel that although all 
these investigations show that placental medication does influence 
either milk secretion, or the immediate growth of the infant, neither 
a real galaetagogue, nor the main stimulus of milk secretion has 
been discovered in dried placental tissue. The results have not been 
of a sufficiently clear cut character. I believe that if the placental 
secietion realty stimulates the secretion of milk, the feeding of large 
amounts should produce the effects which could be seen grossty and 
without question in most eases, especially in those which already 
have a large amount of milk and large breasts. 

If Prankl, Pellner, Halban, and Cohen, are correct in their theory, 
that the hyperplasia of the breast is induced by the placenta and 
that something else initiates and maintains the milk supply, might 
It feed flat-breasted prenatal patients with deiceated 

placenta. If Prankl’s experimental results are true in the human 
then the apparently somewhat favorable results in the above series 
demand some explanation. This probably can be done in the fol- 
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lowing manner: 'W'itli tlie placenta antagonistic to the organ causing 
milk secretion, its removal allows this organ to functionate. Small 
amounts of placenta given at that time, not enough to definitely in- 
hibit the function of this organ, might cause some added hyperemia 
in the glandular tissue, and thus cause the change in milk composition 
and a slight increase in milk secretion. 

Up to the present time, however, by far the best stimulus to milk 
seeretion has been found to be a large hungry baby and a cooperat- 
ing mother. 

Metropolitan Building. 


PAINLESS CHILDBIRTH BY STNERCISTIO METHODS^- 
(A Preliminary Report) 

By James T, Gwathmey, M.D., E. P. Donovan, M.D., 

John O’Reagan, M.D., and Leland R. Cowan, M.D., 

New York, N. Y. 

M ythological, profane and sacred literature abound in inci- 
dent, fact and fancy, showing that from the dawn of history 
man has sought to assuage grief and pain by some means of dulling 
consciousness. 

Both the Bible and the Talmud contain references to the ancient practice of in- 
ducing sleep by artificial means. In these attempts many methods and diverse agents 
have been employed. The inhalation of fumes from various substances, weird in- 
cantations, the external and internal application of drugs and many strange con- 
coctions, pressure upon important nerves and blood vessels, mesmerism, h3Tpnotism, 
etc., have all played their part in the evolution of anesthesia. But modern anes- 
thesia was not known to the world until after the successful public demonstration 
of ether by Morton in 184G.i 

One of the first uses to which it was put was to modify the pains of childbirth. 
Sir J. Y. Simpson® of Edinburgh, Scotlaud, was the first to use ether in obstetrical 
cases, but not entirely satisfied, sought a substitute and to him we are indebted 
for the second most universally used agent for general anesthesia — chloroform. 
Common sense prevailed over the opposition of clergy and' laity of his day, ‘ to 
avoid one part of the primeval curse on women," and chloroform and ether are 
now used almost universally for special cases and in certain stages of labor. How- 
ever, where expense is not considered, nitrous oxide and oxygen have supplanted 
the use of these agents. 

In ISSO, Klikowitchs of St. Petersburg recommended an 80 per cent mixture 
of oxygen with nitrous oxide for obstetrical purposes and this is about the admixture 
that is used today for analgesic purposes. Guedel of Indianapolis was one of the 
first to endorse strongly this combination in normal labor in the United States 
(1911), and it is now quite generally employed. 

Spinal analgesia has been used with success — as have also local analgesics to the 

*Read before the Atlantic City Medical Society, May 11, 1922. 
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cervix, the perineum and the rectum, hut these methods have but few followers 

Schneiderlin, in 1899, recommended the use of morphin and scopolamin for sur- 
gical anesthesia, but Steinbiichel drat recommended its use in labor m 1902. Kronig 
and Gauss of Preiburg are responsible for its inti'oduction into the United States, 
reporting 3,000 cases in a paper read in Chicago in 1913. Kronig and Gauss use 
narcophin, a proprietary narcotin — ^morphin meconate. There is a good reason for 
using this combination and those who do not, have no right to condemn or criticise 
“twilight sleep”. Sollman states, (P. 260) “Nareotin has a considerable poten- 
tiating action on morphin. The hypodermic injection 5 mg. of morpliin produced no 
measurable analgesic effect with 10 mg. the analgesia was marked in two subjects; 
the third responded by hyperesthesia. With narcotin 8 mg. was ineffective, 30 to 
40 mg. produced first some hyperexcitability then slight analgesia. With a mixture 
of equal parts of morphin and narcotin containing 3^^ mg. the analgesia was al- 
most as great as with 10 mg. of morphin alone. This combination was also effective 
on tiie subject who resisted morphin.” (P. 267) “Morphin probably tends to delay 
the progress of labor by its psychic sedative action, largely by preventing the re- 
inforcement of labor pains by the contraction of the abdominal muscles.” 

This system has been in turn, praised and condemned; today it is practically 
abandoned except by Kronig and Gauss and a few specially equipped sanitaria. 

Sollman further states, “the use of scopolamin-morphin anesthesia is justified (if 
at all) only in specially equipped institutions and not in private practice, or even 
in ordinary hospitals.” It is applicable only in about 30 per cent of labor cases. 


All of the above agents and methods require either a specialized 
technic, nnnsnal equipment or trained personnel. Numerous inquir- 
ies from many sources indicate that none of these methods are satis- 
factory to the majority of physicians. 

The development of painless labor by synergistic methods was un- 
dertaken from a purely scientific and altruistic viewpoint. It was 
decided that the method should he so simple that it could be used 
either in the home or hospital, and by any physician, in an entirely 
empirical manner. The ideal sought was a state of relaxation and 
analgesia with consciousness, but little if at all impaired, so that 
full cooperation might be had at all times. The methods by which 
this condition was to be obtained were outlined to the chief and at- 
tending obstetricians of the Lying-in Hospital, Asa B. Davis and 
George W. Kosmak, and were as follows: 

1st. To start with a minimum dose at which time no definite re- 
sults were expected and to graduaUy increase the dose until definite 
results were obtained. 


2ud. To stop at any time in the development of the technic if 
either mother or child appeai’ed to be in danger. 

3rd. To publish the results whether favorable or unfavorable. 

With this understanding, work was commenced on the 10th of Peb- 
raaiy, 1923. The first i cases showed practicaUy 75 per cent failure 
Today the first chapter of paiuless labor by synergistic methods is 
completed when we can secure over 75 per cent success. By “suc- 
cess .s meant the amelioration of pain to such an extent that patients 
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State that they were “helped,”— only a few of the 75 per cent had a 
comparatively painless labor. By “failure” is meant whenever the 
patient obtained no relief from the method. At no time was the 
mother’s condition imperiled in the slightest degree. Only in one in- 
stance did the infant seem to be affected. Whether or not this was 
from the medication cannot be stated positively, but it seemingly was. 
In the first series of drugs used, there was not only failure but delay. 
This delay was in a measure corrected by placing 10 grains of quinine 
hydrochloride in the mixture. Sollmann states that “satisfactory 
results have been reported from its use in all stages of labor. This 
drug stimulates the contractions and increases the tone of the uterus.”* 
Since this addition, in only one or two cases has there been any de- 
delay, and in these exceptional cases, exhausted nature was more 
powerful than the drug. 

There also seemed at one time to be an increase in the nausea and 
vomiting. This was corrected in a veiy great measure by eliminat- 
ing urethan and paraldeh 3 ^de, thus also making the final mixture 
simpler. The other drugs considered fundamental to the scheme are 
magnesium sulphate, urea, ether and morphin. Two to four drams of 
the magnesium salts is the maximum dose used in our investigations 
of painless labor, although the writer has used tAvo ounces of the 
salts per rectum in other cases ivithout deleterious effect. The mag- 
nesium sulphate must be chemically pure (the usual commercial prod- 
uct ma}”- cost 10 cents per pound — the chemically pure $1.00 per 
pound). 

Weston and Howard^ lia^e injected 2 c.c. or more of a 50 per cent solution of 
magnesium sulphate subcutaneously or intramuscularly more than a thousand times 
with no local pain or sloughing. They state the sedative action occurs in fifteen 
to thirty minutes and lasts from five to seven hours, and is found to be a very good 
substitute for morphin and hyoscin. In a few instances the patient became quiet 
but did not sleep. In 82.7 per cent it was effective. In 6 per cent the dose was 
repeated before sedation occurred. In 11 per cent no effect was noted even after 
three or more doses. 

Eectoro has used magnesium sulphate colonically in doses of two drams in over 
300 cases. The Presbyterian Hospital used the salts over 200 times by hypoder- 
moclysis in four dram doses with good results. In both instances other drugs or 
agents were added to complete the analgesia or anesthesia. 

Magnesium sulphate used in two to four dram doses by rectum 
leatms a margin of safety amplj”- sufficient to satisfjr the most critical 
and is, next to urea, probably the safest drug in the combination. 
In the final series this di’Ug is given hj'podermatically. 

In a personal communication, Alma J. Neill, Professor of Physiology, Univer.=ity 
of Oklahoma, states: “I have found that the rate of diffusion of the magnesium 
sulphate with urea was rather constant; that is, the range was between 30.9 and 
32.1 per cent with the exception of a 6 per cent solution of the magnesium sul- 
phate and a 1 per cent solution of the urea which diffused very much faster, it hav- 
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ing diffused 48.1 per cent in tlie same time. The whole range of percentages was 
used both with the magnesium sulphate and the urea. Each time the 6 per cent 
solution of the magnesium sulphate and the 1 per cent solution of the urea diffused 
practically 50 per cent faster than any other combination or any other substance 
which I tried." 

Hewlatti has given 25 grams of urea every hour until 12 M. (100 grams in all) 
with no untoward results. Cuslmeys states: “It is rapidly absorbed from the in- 
testine and is praetieally devoid of action in the tissues even in the larger doses.” 
The amount used, 1 per cent of a 4 ounce mixture, is therefore negligible as far 
as danger is concerned. It is used with the idea that it increases the absorbability 
of the magnesium sulphate. The exact relation between “diffusion” and “ab- 
sorbability” is not definitely known, nor can we state at this time how much the 
efficiency of the method is due to the urea. Urea is not used in the last series. 

“Ethers is the anesthetic of choice if the patient is suffering from any form 
of toxemia or requires stimulation or is suffering from shock. ’ ’ The amount used in 
our mixture, two to four drams to a maximum of not over three ounces needs no 
extended comment. (Four to six ounces of ether is the amount used in colonic 
anesthesia.) Ten years after its introduction for general surgery, oil ether was 
first systematically used in 100 obstetrical cases by Thaler and Hiibel.io 

The mixture was 90 grams (3 ounces) of ether and 120 g’^ams (4 ounces) of 
olive oil. The amount used at one injection was 100 c.c. (3% ounces) introduced 
very slowly. In a typical case, a few minutes after injection, the eyelids close 
and a general relaxation sets in. The condition is suggestive of twilight sleep, 
but if there is no marked effect after ten minutes, a second injection of 50 c.e. 
(1% ounces) is given. In only one ease was the method entirely impractical. 
With this one exception there was no complaint of pain or irritation of intestine. 
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— w lui c.u. or wiucii aiu c.c. were iost. 

No rectal irritation. 

In 88 cases the results were satisfactory, 
lu 4 cases there was absolute failure. 

In 80 cases normal or very strong labor contractions. 

In 20 cases labor was reduced or retarded. In these cases quinine or pituitary 
extract was added. ^ 

In some caajs the labor seemed to be improved by the oil-ether mixture. 

In /3 priimparas average duration of birth 20-% hours 
In 27 multiparas average, duration of birth 10-% hours 

bcaf ZS'L™ ™ '"“S' “ "“rt 

In S4 children condition normal— cried immediately, 
susdtattof npnoeic-breathed normally in five minutes without re- 
in 2 eases typical asphyxia -1 revived and second-forceps-was not resuscitated 
n the majonty of cases during the intervals between labor contractions, ^the pa- 
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tients lay as if asleep, during labor contractions slightly restless and groaned oc- 
casionally. 

The time of rectal instillation: 

In 24 eases the os was dilated 2-4 fingers 

In 27 cases the os was dilated 3 fingers 

In fi cases the os was dilated 4 fingers 

In 3 cases the os was dilated more than 4 fingers. 

No morphin or alkaloids were used. In no case was there excitement. Vomiting 
in five cases. Strong thirst in seven eases. After delivery a deep sleep. Upon 
awakening do not recall any incidents. Of 99 born alive, 1 child died on fifth 
day, after third day intestinal inflammation and subsequently pneumonia. Some 
babies were sleepy during the first one or two days. Ether bj' inhalation in com- 
parison with this method affects the brain too much. 

The disadvantage might be the impossibility of exact dosage on account of loss, 
but according to the writers, the difference of individual reactions makes exact 
dosage irrelevant. The method is impractical in private homes. 

To revert to tlie synergistic method again the next drug to con- 
sider is alcohol. The ounce of alcohol was used principally as a vehicle 
for the ether; it also increases the absorbability of the mixture. 
Alcohol is below ether in analgesic qualities. Three-eighths of a 
grain of morphin per rectum (in our opinion) is the limit for this 
drug. The hyosein is used to accentuate the value or to synergize 
the morphin. The alcohol was later reduced to two drams. 

“The exaggeration of the effects of small doses of morphin which results from 
its combination with scopolamin are of great practical importance. This synergism 
may be experimentally demonstrated in various species of animals, especially in 
those species in which scopolamin alone, even when given in large amounts, pro- 
duces no narcotic effects. The combined administration of small doses of morpMn 
and small doses of scopolamin, which by themselves produce hardly any effects, 
results essentially in an exaggeration of the effects of moi-phin. “ (Burgi, Made- 
lung.) Morphin and the hypnotics of the alcohol group when administered simul- 
taneously also act synergistically, with a resulting exaggeration of each other’s 
pharmacological actions. (Burgi, Fulmer.) 

THE METHOD 

It is the exceptional patient wbo is so unfortunate as not to have 
received instructions, among other things, to keep the lower bowel 
clean, especially in the last stages of labor. The rule at the Lying-In 
Hospital is to examine and give a cleansing enema when admitted to 
the hospital. The patient is then sent to the floor where delivery 
takes place. The patient is therefore already prepared for the co- 
lonic administration of the drugs used, and this is the method adopted. 
A six ounce mixture seemed preferable, but was too frequently ex- 
pelled, therefore a four ounce mixture is the flnal choice. 

Time . — In selecting the time for the rectal instillation, we seemed 
to follow naturally the Freiburg method which is as follows: “After 
labor is well on its "way, when the pains are four or flve minutes 
apart and lasting thirty or more seconds, the first injection (hypo- 
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dermic) is made.” It is at this time that the rectal mstillation is 
given whether in a four onnee mixture or in divided dosage of two 
ounces. The effect is noticeable about the same time as a hypodermic 
would be and is not as painful. Analgesia is present in from thirty 
minutes to one hour after the administration, even in those cases in 
which a delayed action occurs. The time factor is subject to change. 

SnitaUe Coses.— In the development of this method great care is 
being taken in rejecting cases that would in any way obscure the 
issue. For instance, if the uterus is dilating evenly and the con- 
tractions occur regularly, but with little pain, no medication is given; 
an even and sometimes painless delivery is then assured ; or, when the 
cervix is fully dilated (four fingers or more) medication is withheld. 
Again, if the fetal heart soimds are irregular or bad, or malpositions 
occur, or if there is any question about the condition of the child, 
medication is withheld. After starting this method, a patient with 
indistinct fetal heart sounds was admitted to the hospital. Medication 
was withheld and the child delivered, but died within forty-eight 
hours. If the method had been tried in this case it would have prop- 
erly come under suspicion. The eases selected were those not too far 
advanced and where there was a possibility of helping them. The 
selection or rejection of these cases necessarily fell upon the House 
Surgeons of the Lying-In Hospital to whom full credit is herewith 
given in exercising unusually good judgment, 

BesxiUs. — ^The results have varied, but in the majority of cases, the 
patients have been “helped,” the “pains were lessened” and, in a few, 
a comparatively painless delivery has occurred. Others were not 
helped in the slightest, while one or two stated that the pains were 
“intensified.” This last statement can only be accounted for by tak- 
ing into consideration the mentality of the patient who possibly ex- 
pected very great help and received but little. 

Formulae Used. — ^After using over fifteen different formulae the 
'procedure was changed entirely as folloiusi The magnesium sul- 
phate is now given by hypodermic and the rest of the medication by 
rectal instillation. Formula number 16 is 2 c.c. of a twenty-five per 
cent solution of magnesium sulphate (chemically pure) and morphin 
IS added to the first hypodermic when indicated. Hypodermic is re- 
peated once or twice but without the morphin. The rectal instdla- 
tion used is: 


Quin. H. Br. 
Alcohol • 
Ether ■ 

OUve Oil 


Grains 10 
Drams 4 
Ounces 2% 
Ounces 1 


Reliance is placed upon the synergism of ether and magnesium sul- 
phate for the manor effect. , 

Cowan states that, “in nearly all eases the cervix has dilated with 
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or without the addition of morphia but dilatation has progressed 
faster ^Yith the thick tough cervix when morphin has been given with 
the magnesium sulphate. In excitable patients and where you ex- 
pect a long labor dissolve ^ grain of morphin in the first hypodermic 
of magnesium sulphate. The ether, dissolved in one-third the amount 
of olive oil is given by rectum hut not to the extent as used by Thaler 
and Hiibel. The ether is not repeated as it is retained in over 98 per 
cent of the cases. The following is the usual procedure: Hj^poder- 
mie magnesium sulphate (chemically pure) 2 c.c. of a 25 per cent 
solution (with or ivithout morphin) is given when the cervix is dilated 
about two fingers, and repeated Avhen necessary — one to three times. 
One to tAvo hours later the instillation is given, when the pains are 
four or five minutes apart and lasting 30 or more seconds, and when 
the cervix is dilated two and one-half to three and one-half fingers. 

This present technic is far superior to anything we have heretofore 
used, and with the last forty patients has been changed only in minor 
details. 

Normal cases, not too far advanced, are selected as otherwise the 
issue would be obscured. The usual method is as follows: Place pa- 
tient in Sims position and insert small catheter filled with olwe oil 
(to exclude air) three or four inches in rectum. A small glass funnel 
is attached to free end of catheter and is held just above the hips ; the 
mixture is now poured in sloAvly. Pressure is made during pains 
with a crumpled towel held in the hand pressed firmly against the 
perineum to prevent expulsion. 

CoAvan improAused a technic for parturient women, for which he 
cannot be gWen too mAich credit, and which is A’astly superior to the 
funnel gravity method just described, inasmuch as it takes less time, 
is less likely to be expelled and by forcing the mixture into the upper 
portion of the rectum it is more quiekty absorbed. It converts an 
uncertain procedure into a certainty and is as follows: 

Cotoan’s Technic. — Connect catheter Avith large syringe holding the 
mixture, instil slowly, and Avith gentle pressure force the fluid be- 
tween pains, the whole amount to be instilled betAveen two and three 
pains. During pains pressure upon the perineum as heretofore. 

This procedure should not take oA'er five minutes, but pressure 
on the perineum should continue for fifteen minutes more. The ad- 
vantages of this technic are obAdous. The descending head tends to 
occlude the rectum and make instillation by graAuty long and diffi- 
cult, but AA'ith a syringe Ave can force a considerable part of the fluid 
beyond the head into the upper portion of the rectum. "With this 
method the whole amount of fluid is retained in OA'cr 95 per cent of 
the cases. Relief of pain is noticed in from fifteen to forty-five min- 
utes, the pain-free period lasting from four to fiA-e hours. 
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BesRWs.— The effect of the synergists upon the nervous system is 
exciting in 3 per cent of the cases, unchanged m 3 per cent and seda- 
tive in 94 per cent. ' , , , i i 

It was thought this excitement was due to the alcohol, which i 

MW reduced from four to two drams. Tlteie has not been a sufficient 
number of eases since to determine the effect of this reduction. 

The deliveries are 4 per cent with forceps and 96 per cent normal. 

Occipito-posterior positions rotate in about the same proportion 
with as without the synergists. 

Comparatively, postpartum hemorrhage is unchanged. 

Labor is increased in time in 4 per cent, and progresses unevent- 
fully in 96 per cent of the cases. 

Nausea occurs in 2 per cent, thirst in 4 per cent, vomiting 8 per 
cent and normal and uneventful in 86 per cent of the cases. 

Pain is increased in 1 per cent, nnehanged in 3 per cent and modi- 
fied or painless in 96 per cent of all cases. 

Condition of Babiy . — ^Asphyxia (not fatal) 1 per cent, apnoeic 2 per 
cent and crying 97 per cent. 


CASE REPORTS 


From service on Fifth Floor (O’Fcagan) 

■Witli the present technic pain is ■materially decreased in all cases, and in a fev? 
entirely eliminated; and lahor is not, as a rule, delayed or prolonged, any more 
than it ■would he if the drugs were not used. 

From service on the Sistli Floor (Cowan) 

July 13, 1D23. Mrs. R. W., Multipara. All previous labors normal. "When ad- 
mitted severe pain every two or three minutes and lasting for one minute. Cervix 
2 fingers dilated, thick and soft. Ampoule of magnesium sulphate (2 c.c. 25 per 
cent solution) given at time of instillation. Distinct sedative effect lasting four 
and one-half hours. Patient stated she felt very little pain hut was conscious that 
contractions were continuing. Second ampoule of magnesium sulphate given hut no 
decided effect. Patient had fairly strong pains for two and one-half hours before 
delivery. Baby crying when delivered. 

Conclusion — ^Morphia should have been given with first ampoule of magnesium 
sulphate, but instillation should have been delayed until cervix was dilated to about 
three fingers. 

Ju’y 31, 1923. Para 1, Mrs. I. V. Colored. Moderate sized woman who co- 


operated well when admitted, was having strong pains every two minutes, lasting fif- 
teen seconds. Cervix three fingers dilated, soft, thin. Hypodermic 2 c.c. mag- 
nesium sulphate 25 per cent solution and at same time instillation was given, 
syi-inge method. IVlrole amount retained. Distinct sedative effect. Pains prac- 
tically subsided, but patient felt contractions continuing. Patient dilated fully rvith 
the synergists. No nausea, or vomiting. Patient delivered one and one-half hours 
after instillation. As head was passing over perineum patient had considerable 
pain for five minutes. Excited. First degree laceration. He chloroform given ex- 
cept for repair. Baby crying when delivered. 

^onc?«sm«.-Tliis patient should have had morphia with first hypodermic and 
also chloroform during last five minutes of delivery. 

July 14, 1923 Mrs L. S. Paia 1, Meamn, size, paias every Sve minutes, 
f..,ly sirens ..3 laslmg ffiec. to tMny s.e.nds. Cervix tlZ u.a o„e-l,ali 
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fingers dilated, soft but not obliterated. Hypodermic and instillation given at same 
time. Sedative effect lasted three hours and twenty-five minutes when hypodermic 
was repeated with good synergistic effect. Thirst and vomiting present. Cervix 
dilated from three and one-half fingers to full dilation. Delivery was spontaneous, 
four hours and thirty-seven minutes after instillation, and with only one hard pain 
while head was passing over perineum. No laceration. No chloroform used. Pa- 
tient drowsy for one hour following delivery. Child crying and normal. 

July 22, 1923. Mrs. 0. C. Para 1. Moderate size woman, having pains every 
five minutes and lasting fifteen seconds. One ampoule of magnesium sulphate 2 
c.c. 25 per cent solution with % grain of morphia was given when cervix was 
dilated two to two and one-half fingers. Instillation given by syringe method when 
cervix was three fingers dilated, soft, but not obliterated. "Whole amount retained. 
Two and a half hours afterwards hypodermic magnesium sulphate 25 per cent solu- 
tion. Patient cooperated well. Sedative effect marked, as evidenced by sleep ap- 
pearance and little pain, but patient stated she felt contractions continuing. 

Some nausea and slight vomiting. Cervix dilated fully. L. 0. P. position ro- 
tated to L. O. A. and was delivered spontaneously about four and a half hours after 
instillation. Patient had severe pains during last five or ten minutes. Pirst de- 
gree laceration. 

Concliisiorij — A very good result but this patient should have had chloroform 
the last five or ten minutes while head was passing over perineum. 

From service on the Sixth Floor (Coman) 

July IS, 1923, Mrs, V, H., primipara, large, heavy type of patient, having hard 
pains every minute, very noisy and complaining especially of backache which was 
almost unbearable. Cervix dilated two fingers. A hypodermic of morphia sulph. 
gr. Yq, dissolved in 2 c.c. of a 25 per cent solution of magnesium sulphate, given. 
The second ampoule of magnesium sulphate uuthout morphin was given one hour 
later. (Some relief but patient still complains of pain.) 

Rectal instillation given one and a half hours after first hypodermic, cervix thin 
and dilated 3 fingers. At first slight irritating effect, sedative effect beginning 
fifteen minutes after instillation. Backache ceased immediately, pains less severe, 
but patient was conscious that contractions were still going on. Cervix dilated fully 
in forty-five minutes and delivery in one hour and forty-five minutes after instilla- 
tion. Baby crying and normal in every way. No anesthetic used while head was 
passing over perineum, and delivery was accomplished practically with no pain 
no laceration. The analgesic effect was still present after delivery, as evidenced by 
piercing perineum with towel clip without causing pain. No postpartum hemorrhage. 

Conclusion . — Such ideal results cannot be expected in all cases. 

COMMENT 

It is stated a'uthoritatively “that no drug which can so far abohsh 
sensation as to make labor painless can he given to this degree with- 
ont affecting considerably the normal process of labor.” We cannot 
entirely concur in this statement, although it seems to be the con- 
sensus of opinion of all obstetricians and of all authorities. (As yet 
magnesium sulphate alone has not been tested for confinement cases.) 
By using the minimum dose of a number of drugs synergisticallj^ it 
is believed that the above objection has been overcome. It must be 
remembered that when the four ounce mixture is placed in the rec- 
tum, it is still practically outside of the bodj^® When absorbed into 
the blood, it is only then a part of the circulatory system. 
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Chart used in evolving this method. 


lving-in hospital 
ANALGESIC CHART 


A.P. Number 

Formula Number 

NAME OF PATIENT 


Date . 


Para. 



1. Hypoaermic|^V^„S--}morphin Cervix 


! Dilated. . . .Fingers 
Thick 
Soft 
Hard 

Obliteration 


i unchanged 
sedative 
exciting 


3. 


repeated | 


without 


I morphin 

{tmront 


Gravity . . . 


5. Instillation; 


Syringe 

.fingers 




Retained .... 

Irritated .... 

Expelled. . . . 

" Cervix ; Dilated . 

Thick 
Soft 
Hard 

Obliteration 

{ unchanged 

Effect of enema and hypodermic; ■< sedative 

( exciting 

(Not affected 

7. (Contractions of uterus) (increased 

( decreased 


method 


6 . 


Does labor progress? 

( decreased 
Sensation of pain (increased 


(not affected 

n 1 -. _ „ ( with forceps 

9. Delivery | without forceps 

10. Do occipito-posterior positions rotate normally? 

( crying 

11. Condition of baby ; apnoeic 

( asphyxia 

12. Postpartum; i'®S?aSion%f uterus 
Remarks on any of above numbers on reverse 


side. 


Diuections yoR Giving Htpopermic and Colonic Instillation. — The hypodermic 
should be given when the cervix is approximately two fingers dilated. If a 25% solution 
of magnesium sulphate is used. 1/0 or 1/4 grain of morphin may be given with the 
first hiTiodermlc only; if a 50% solution, give no morphin. The hypodermic should not 
be repeated unless the sedative effect is wearing off or is insufficient. State object of 
hypodermic is to relieve pain. From now on the patient should be kept as quiet as 
possible. If in a ward the bed should be screened. If in a room lower shade and exclude 
light and close the door. Loud talking and noise of all kinds is avoided as far as pos- 
sible. Just before giving instillation repeat object is to reMeue pain. When cervix is 
about three fingers dilated accompanied by good contractions place patient on left 
side — Sims’ position. Fill catheter with olive oil in order to exclude air and insert 
about four inches into rectum. Place whole amount of instillation in a syringe and 
give sfotoiy, care being taken not to admit air between olive oil in catheter and mix- 
ture in sjTinge. Under gentle pressure pass the ffuid dettveeji contractions giving 
the whole amount between two to four contractions — tell the patient to "squeeze up” 
in order to induce reverse peristalsis. State that if contents are retained there will 
be no pain and thus secure her cooperation. Make pressure on perineum with a 
towel durinff pains for 10 to 15 minutes, but withdraw tube gently in 5 or 10 minutes. 
From now on patient can be on back or in whatever position is most comfortable 
for her. Place cotton in ears and cover head with preferably some dark colored 
material or with a towel. Give only necessary attention to patient, talking in a 
low voice and making all manipulations as gently as possible. Note time of hvpo- 
dennic and uistdlatioa on special chart and, fill out chart as labor progresses. 
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“In Hwiliglit sleep/ fetal asphyxia occurs in 9.6 per cent of eases 
but fetal mortality is not above the average.”® In our series the per- 
centage is less than 1 per cent and this case was not fatal. The usual 
objections against twilight sleep (a) prolonged labor for hours and 
days, use of forceps more often necessary, the percentage of ruptured 
perineums higher, failure of oecipito-posterior positions to rotate nor- 
mally (b) restless delirium and violence, disturbance of heart and 
lungs, postpartum hemorrhage and uncertain results, do not seem to 
obtain Avith the present method. 

In our series only in one ease in 64 did asphyxia occur which gii^es 
a percentage of 0.64. As a general proposition “synergistic anal- 
gesia” is a safer condition than either oil-ether analgesia or “TAvilight 
Sleep.” In Twilight Sleep too much dependence is placed upon mor- 
phin and its action is too greatly stressed — Whence the high percentage 
of asphyxia. With the synergistic method, we attempt to secure 
relaxation with the magnesium sulphate as well as using it for its 
poAver of prolonging the effect of the morphin. Ether is a poAverful 
stimulant and analgesic as Avell as anesthetic. The attempt is made 
here to use it only for its stimulating and analgesic properties and we 
believe Ave obtain this by using it in the minimum dosage as given. 

SUMMARY 

1. Labor is not delayed, for AA^hile the pain is relieved the contrac- 
tions continue in over 98 per cent of the cases. 

2. The condition of the baby is not affected bj’’ the medication. 

3. Ether administered colonically to the mother is safer from the- 
offspring’s standpoint than is sufficient morphine to produce the same 
effect. 

CONCLUSIONS 

We feel that in this small series of a little OA’er one hundred cases 
Ave haAm established the fundamental principles upon Aiffiich painless 
labor may be safely Avorked out, i.e., by using the minimum dose of 
a number of drugs, compatible and synergizing, using each drug for 
a definite and specific purpose. 
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GERMICIDES FOR USE UPON THE SKIN 

By Ellice McDonald, M.D., Philadelphia, Pa. 

TN July, 1915,^ I reported the results of experimentation upon a new 
1 solution for disinfection of the hands and abdominal skin before 
operation of the following composition: Alcohol, 60 parts; acetone, 
40 parts ; and pyxol, 2 parts. 

Sinee that time, the solution has been extensively used and many 
clinics have adopted it. This is particularly true of Schenectady 
Avhere the paper was read and where apparently all the surgeons 
use it. 

McMu]Ien2 states that “Tve have used the alcohol-acetone-pyxol solution in the hos- 
pital in S125 cases during the past eight years (fourteen months of which were 
spent in the service) and have no infection which we felt was due to skin prep- 
aration. The number of eases which were treated before minor operation in the 
office is probably twice this number with most satisfactory results. ’ ’ Stanton® says 
that “our records show 3568 operative cases prepared by the alcohol-acetone-pyxol 
solution. I consider wound healing in this series almost perfect. Of course, we 
have had a few infections, all investigated and all traceable to causes other than 
skin preparation.” ‘Whiting and Slocum^ have modified this solution by substitu- 
ting phenoco 2 per cent for pyxol 2 per cent. This is a minor modification as 
phenoco is a germicide of the same- type as pyxol and its germicidal action is ap- 
parently dependent upon the same germicidal substances. However, there is no 
doubt that phenoco acts very well in the solntion. Ponr years’ use of the solution 
with 'Wlriting and Slocum’s modification at the Misericordia Hospital, Philadelphia, 
shows that 3401 cases were operated upon after the skin was treated by this method. 
According- to Geo. P. Muller,® the results “were eminently satisfactory.” 

These results substantiate the merit of the solution. In consider- 
ing the question of the effectiveness of the solution, it is to be remem- 
bered that V. Herff has reported a large series of cases operated upon 
after skin preparation with acetone and alcohol alone, with very good 
results. My solntion, with the addition of a strong germicide, is 
much more effective than, that of v^. Herff. The burden of proof does 
not rest, however, upon me alone, hut v. Herff’s evidence is available, 
as well as the results in practice of the other surgeons. 

If this solution had only the qualities of being a fat solvent and of 
containing a germicide which is not neutralized by the skin or or- 
ganic matter, it would still he superior to the commonly used skin 
disinfectants, regardless of its high germicidal quality. These two 
qualities, of dissolving fat and of not being neutralized by organic 
matter, are absolutely necessary in a skin or body disinfectant. The 
coal tar germicides are the only ones not so neutralized and, of these, 
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it is advisable to use tbe one with the highest phenol (carbolic acid) 
coefficient. 

I hold no particular brief for pyxol, except that it has a high co- 
efficient and is not neutralized by organic matter. Cyllin with a co- 
efficient of 14, is another preparation which might be well substituted, 
although I know of no one who has done so. It is to be remembered 
that these coal tar germicides are obtained in the preparation of 
other coal tar products and that they must be manufactured b}'’ being 
put into emulsions in various ways. For this reason, they must of 
necessity be made by commercial firms and, even if the essential in- 
gredients which give them their germicidal properties be discovered, 
these will still require to be made available for us by being manu- 
factured into emulsions. The germicidal substances in these coal 
tar germicides are insoluble in water. Their germicidal power and 
quality can be estimated and gauged by means of the Rideal-Walker or 
“Hygienic Laboratoi'y” methods of taking the phenol (carbolic acid) 
coefficient and their germicidal strength can be known in terms of 
phenol as a unit. The germicidal value is the quality in which sur- 
geons are interested, and this can be estimated by any properly 
trained bacteriologist. The law, in fact, demands that claims in re- 
gard to the germicidal value must he substantiated. 

There seems, however, to be considerable misapprehension as to the 
relative value of germicides in surgery. Germicides are rated ac- 
cording to their phenol (carbolic acid) coefficient, taking phenol as 
the unit and testing each substance against it under standard con- 
ditions and with a standard culture, such as 24-hour B. typhosus, 
which has a very high resistance to germicides. This gives the ratio 
of germicidal value. However, it is found that some germicides, which 
are very efficient under test tube conditions, are much diminished in 
value by the presence of organic matter. This is particularly true 
of the heavy metals, like mercury, iodine, manganese, etc., which are 
active coagulants of albumin. For this reason, in all tests for sur- 
gical work, it is necessary that the germicides should be tested in the 
presence of organic matter in order to approach the conditions of 
practice as much as possible. In body disinfection, organic matter 
must alwaj^'s be present in excess. 

Germicides may be roughly dmded into chemical germicides and 
emulsion germicides. The chemical germicides act by combining in 
direct chemical combination’ with the protein of the bacteria and so 
destroying them. These chemical germicides, at the same time, com- 
bine with any other protein substance present, such as the body tissue, 
blood, pus, serum, soap, etc. For this reason, all chemical germicides, 
while destroying bacteria, at the same time destroy tissue. They are 
usually applied in strengths which •will cause but little tissue reac- 
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tion, but the destruction of tissue is there whenever they are allied 
to the body. An example of this type of action is the destruction ot 
tissue caused by silver nitrate, bichloride of mercury or iodine. e 
chemical germicides are always neutralized by organic tissue and to 
be effective must be present in excess, as in the Carrel-Daldn method, 
but, even so, their action is limited by the barrier of altered tissue 
which they themselves form in combination with the skin or other 
body surfaces. Some of the chemical germicides stain the skin and 
this is considered proof of their action. As a matter of fact, the stain- 
ing of the skin shows that they enter into chemical combination with 
the organic matter of the skin and is a proof of the limitation of 
their action. If this limited action is all that is required, there is 
nothing more to be said; but, if continued germicidal action is needed, 
it can be best obtained by germicides which are not neutralized by 
organic body tissues. 

The emulsion germicides, on the contrary, are substances which are 
insoluble in water and are suspended in emulsion by various means, 
such as soap, gelatin, etc. The action of these upon bacteria is not 
fully understood, although the results of such action can be readily 
tested and gauged by taking their phenol coefhcient. It may be that 
they take on some of the qualities of colloid substances. Why a sub- 
stance, which is insoluble in water and does not combine with pro- 
tein, does kill bacteria, is difficult of explanation, but tests of the 
phenol coefficients of these coal tar emulsions show that they are often 
very strong germicides, and, as a rule, are not neutralized by organic 
matter. In fact, when a substance can be put into both solution and 
emulsion, it is usually much more efficient germicidally in the emul- 
sion. The germicidal action of these emulsion germicides is not the 
result of chemical union (as is the case of the heavy metals, formalin, 
etc.) but is associated with the emulsification of the colloidal suspen- 
sion, as evidenced by the precipitation of proteins when a certain 
phenol concentration is reached. This action seems to be similar to 
heat coagulation. It is for this reason that the higher strengths of 
phenol disinfectants are proportionately stronger than the weaker 
strengths, as, for example, phenol (carbolic acid) below 1-200 becomes 
disproportionally weaker germicidally. 


Most of these coal tar germicides are described as higher phenols or 
phenol homologues for want of a better name, but this does not mean 
that they have any of the character or poisonous qualities of carbouv 
acid. It is probable that there are a number of substances in them 
which have high germicidal quaUties, as can be proved by the phenol 
coefficient. The one which has the highest germicidal value is thought 
to be para-hydroxbdiphenyl. This substance has been isolated in crys- 
talline form and is insoluble in water. An emulsion of it bas been 
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prepared experimentally and has a coefficient of 40 and is apparently 
but slightly toxic. At present, it is only produced experimentally, 
but it will make an .ideal surgical germicide and would be an im- 
provement in the solution here described. 

The chemical germicides are all neutralized by organic matter. Bi- 
chloride of mereurj^, for example, is the best germicide under test tube 
conditions and without organic matter, as it has a coefficient of over 
200'^ ; but this coefficient falls to 20 with the presence of 1 per cent 
of organic matter, and, with further additions, the salt is neutralized 
and the germicidal action gone. Without organic matter, this salt 
will kill anthrax spores in 2^ minutes in the proportion of 1-3000, 
being one of the few germicides which will do this; but, with organic 
matter, it will not kill anthrax spores, even in a dilution of 1-40. This 
shows the uneertaint}'- of the heavy metal germicides. 

Pure iodine, without organic matter, has a coefficient of 38, but, 
with 1 per cent organic matter, this is reduced to 7, and, with further 
additions, the metal is neutralized and the germicidal action gone. It 
is obvious that iodine on the skin foi’ms a chemical combination with 
the outer layer of the skin and that then the iodine is neutralized. 
The outer lajmr is rubbed off or washed off during the operation and 
the unstained skin is left. It is probable that weak solutions of 
iodine, such as 2 per cent, are as efficient germicidally upon the skin 
as stronger ones, as there is no more than a superficial disinfection in 
any case. This is well shown by Robb who removed the excess iodine 
from the skin by potassium iodide in order to remove its inhibiting 
action in cultures and was able to recover bacteria from the skm 
surface in from 50 to 95 per cent. 

If iodine is used upon the skin, it should be combined with a fat 
solvent in order to penetrate the glands and dissolve the fat. Before 
my present solution was devised, I published,® in 1911, the descrip- 
tion of a carbon tetraehloride-iodine-two-per cent solution which can 
be rubbed in the skin and contains a good fat solvent. The mechan- 
ical assistance given a germicidal solution by being able to rub it into 
the skin must be considerable help in getting disinfection. Alcoholic 
solutions of iodine do not penetrate the fat of the skin and how can 
disinfection take place when the fat of the sweat glands and hair fol- 
licles is not penetrated? Alcohol is not a solvent of fat as found m 
the skin, i. e., the glyceride. The sole glyceride that alcohol will dis- 
solve is castor oil and this action of alcohol is so unique that this is 
■a test for castor oil; but, upon the skin glycerides, alcohol has no 
action. 

One very interesting action of iodine upon the skin is the delaj’’ of 
healing which follows its use. Stanton” has emphasized this chemical 


*The coefficients here described are by the R. W. Method. 
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delay of liealing and estimates tkat it often amounts to several days 
and is dependent upon tke strength and application of the iodine 
solution. Tke delay seems to occur because there is tissue destruc- 
tion which must be overcome and eliminated before true healing can 
begin. This is one argument for weaker iodine solutions as the irri- 
tating and blistering action of the stronger solutions is well known. 
Iodine was used as a counterirritant long before its use as a skin 
disinfectant. 

Iodine does not seem to have any advantage over bichloride of 
mercury as a skin disinfectant. Both are irritating and both are 
neutralized by organic matter. Bichloride of mercury is a much 
stronger germicide, and it is apparently not any more irritating than 
iodine. However, the staining of the skin by iodine seems to make a 
deep impression and gives psychological comfort to the surgeon. 
Germicides which stain seem to be very appealing, as is shoivn by the 
recent vogue of picric acid which has a coefficient of only 2.5. 

Hypochlorite of soda has a coefficient of 0.6 without organic matter, 
but, with organic matter, this coefficient is reduced to 0.075, both of 
these coefficients so weak as to be negligible. It is obvious, therefore, 
that the effect of Dakin’s 1-200 solution must depend upon antiseptic 
action which is a very much different quality from germicidal action. 

Potassium permanganate has a coefficient of 50 without organic 
matter, but, with organic matter (gelatin 1 per cent, serum 1 per cent) 
this is reduced to 7, and, with more organic matter, the salt is neu- 
tralized as a germicide, as is sodium hypochlorite. It would seem, 
however, that potassium permanganate has been neglected as a dis- 
infectant for continuous wound irrigation as 1-10,000 permanganate 
would be theoretically equal to Dakin’s solution in germicidal value. 
This is a rough comparison and true Avithin limits. The ease of mak- 
ing the permanganate solution Avould be a great advantage and might 
overcome its staining properties. Permanganate is certainly Avorthy 
of move use in open AA^ounds and in continuous irrigation Avhere it is 
used in excess and frequently reneAved. 

Formaline has a coefficient of 0.3' and combines with organic matter. 
The germicidal value of this substance is so weak that it has no place 
in surgical work for any disinfectant purpose. 

Picric acid in alcoholic solution has recently come into Amgue as 
a skin disinfectant. This substance has a coefficient of 2.5 without 
organic matter. The 2 per cent alcoholic solution Avould thus be one- 
tenth as germiciial as my solution, or, in other words, my solution is 

ten times as germieidal. Picric acid, in addition, is neutralized by 
organic matter. . ^ 


Aleohol as a germicide is so weak as to be not worth 
This has been proved so often by so many observers that 


considering. 

recapitula- 
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tion "vvould be wearisome. I would refer any interested to Harring- 
ton’s article. An evidence of tbe weak action of alcohol is that wines, 
such as skerry, must be fortified to 18 per cent alcohol so that they 
do not decompose. The belief in alcohol is largely traditional and is 
a relic of the conviction that alcohol was good for any ailment. It 
has, however, a useful solvent power upon substances other than fat. 
Its dehydrating action makes it of use when combined vdth acetone. 

Quinine is a much neglected germicide; the bisulphate has a coeffi- 
cient of 3. The antiseptic action of quinine is very high. According 
to my experiments, it inhibited growth of fresh typhoid culture in the 
strength of 1-30,000. Upon the same culture, bichloride of meremy 
inhibited growth in the proportion of 1-50,000 and pyxol in 1-20,000. 
This antiseptic action of quinine may be made use of in wet dressings 
of raw wounds or infected surfaces in the proportion of 1-1000 with 
boric acid. Either the bisulphate or the bichloride may be used. 
Quinine bisulphate is also useful for bladder eystoscopic work or blad- 
der irrigations in the proportion of 1-1000 as described in a former 
paper. 

Some other coefficients of interest to surgeons are: creolin 2.5, ben- 
zoic acid 4, salicylic acid 6, eucalyptus 1.2, lysol 2.5, guaiacol 1, thy- 
mol 20, cyllin 14, izal 10, phenoco 15, pyxol 20, etc. 

Antiseptic action is apparently dependent upon different qualities 
from germicidal action. Inhibition of growth is sometimes produced 
by substances which have weak germicidal qualities, such as quinine. 
It may be that such antiseptics have a special action upon micro- 
organisms by preventing their reproduction or else upon the early 
budding stage. Organisms have varying powers of resistance, so 
that some are more easily killed, B. typhosus for example, being veiy 
resistant. Resistance is, in my opinion, constant for any germicide 
that has sufficient action to be measured by the phenol coefficient. 
This is the onlj^ accurate method of judgment for any germicide for 
surgical pui’poses and, if the germicide is not of sufficient strength to 


be measured, it is of no use in surgery. 

It is questionable whether the destruction of spores upon the skin 
surface is ever possible. Bichloride of mercur 3 q the strongest germi 
cide knoivn, will not kill anthrax spores in the presence of organic 
matter in 1-40 solution. Spore-bearing bacilli which cause disease 
are anthrax, tetanus and gas gangrene. In mj’’ opinion, no cliemica 
preparation will kill these spores in the presence of organic mattei 
within the limits of time required for surgical preparation. Depen 
enee must be upon the mechanical solvents of the solution and this 
is one of the advantages of being able to rub a solution into the skin. 
Spore-bearing baciUi are fortunately very rare upon the skin. Maher, 
in fact, denies that thej^ are ever found, except in obviouslj^ disease 
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sldn. But, iu auy case, it is better to depend for their destructwn 
upon a solution which is not neutralized by organic matter and which 
acts over the period of several minutes that it is applied, than upon a 
solution which is immediately neutralized by the skin itself. 

It must not be thought that it is claimed that my solution is stronger 
than iodine under test tube conditions and without the presence of 
organic matter. Under these conditions, the commonly used iodine 
solution is probably about three times as strong as my solution, but 
disinfection of the skin is an entirely different problem from disin- 
fection without organic matter. On the skin, iodine is promptly neu- 
tralized, while the coal tar germicide acts during the time it is applied 
and this prolonged action, due to the fact that it is not neutralized, 
makes its weaker germicidal power more effective. Iodine in the 
proportion of 1-10,000 will kill staphylococcus very promptly without 
organic matter, but, in the presence of serum, iodine in 1-800 dilution 
will not kill staphylococcus within half an hour. 

Epidemics of infection in clinics are seldom due to faulty skin prep- 
aration. It is the isolated ease which is due to skin infection. If one 
clean case after another becomes infected, it is reasonable to suppose 
that the infection has been introduced from without from- some infec- 
tive focus,. elsewhere than in the patient’s skin. It ivould be improb- 
able that each clean case harbored the same germs of infection; it is 
more probable that in epidemics, there is a common source of infec- 
tion, outside the patients’ skin. Por this reason, in epidemics of in- 
fection, a source or focus outside the sldn should be searched for. 
Sore throat among the operating room attendants is a common cause 
and Stanton^ and McMullen have reported a series of infections from 
this cause. The operating room staff should be instructed to report 
any sore throat or other infective focus which they may harbor, so 
that they can be eliminated from the operation. 

No doubt, many surgeons will continue to use iodine for the skin 
and, if they do so, a fat solvent should be combined with the iodine 
as in my carbon tetraehloride-iodine-two-per-eent solution.® The same 
effect is by no means obtained by preceding the alcoholic iodine by a 
fat solvent. The fat solvent should carry in the iodine. 

However, for hand disinfection, iodine is not used on account of its 
irritating qualities. Here, the coal tar solutions have no rivals as they 
aie not iiritating to the hands and they are not neutralized by the 
preceding soap. Washing the hands with soap and water alone has 
no disinfectant value. This has been repeatedly proved. However, 
surgeons are not likely to give up washing their hands before opera- 
tion, so that it might as well be made of some use by combining 
with the wash water, a germicide which is not neutralized by soap’ 
so that the water may have some germicidal value and the hand wash- 
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ing be to some purpose. This germicide can only be one of the coal 
tar germicides and the fact that they are emulsions, aids their effec- 
tiA'^eness in Avash AAmter AAutli soap. 

The folloAving directions in the use of my method are gwen as it is 
Amry commonly misunderstood. 

DIRECTIONS FOR DISINFECTION OP THE HANDS ( SIC DONALD METHOD) 

As Avashing the hands AAuth soap and Avater has no effect upon the 
bacteria of the skin, even if kept up for 15 minutes, it is advisable 
that some germicide should be added to the Avash Avater. This germ- 
icide should be one Avhieh is not neutralized by soap or organic matter 
as contained in the skin, such as pyxol 1-1000 (or phenoco, if pre- 
ferred) in the basin of Avarm Avash Avater. This strength udll iiill 
B. typhosus in 2^ minutes and the pus forming organisms are more 
easily killed than B. typhosus. 

The area under the nails is the most difficult place to disinfect and, 
therefore, particular attention should be giA^en to the introduction of 
the germicidal solution under the nails. Nail brushes should be used 
for the nails only and Avash cloths for the hands and arms. 

1. Wash the hands in soap and Avater, containing pyxol 1-1000 (or 
phenoco 1-1000), in a basin for three minutes. Scrub the nails Aidth . 
a nail brush and the hands and arms AAuth a cloth. This solution may 
be used repeatedljL This thorough scrubbing is done only at the first 
operation and, after this, the time may be reduced to tAvo minutes. 

2. Keep Avooden orange sticks and nail files in McDonald’s solution 
and do the toilette of the nails, making an effort to introduce the 
solution under the nails by means of the Avet nail file and orange stick. 

3. Hands should then be AAmshed in McDonald’s solution for three 
minutes scrubbing the nails AAuth the nail bi’ush and using a cloth for 
the hands and arms. The solution should be at least three inches 
deep in the basin. The hands are then dried and prepared for gloA'^es. 

Preparation of Patients. — ShaAdng the night before operation should 
be done Avith Avater containing pyxol 1-1000 (or if preferred phenoco). 
In this Avay, the shaAung Avater will be a germicidal solution and Avill 
aid disinfection, and, as the skin is again disinfected the next day, 
fractional sterilization Avill be practiced. At operation, the dry toAvel 
is remoA^ed and the area of operation rubbed lightly AAuth a small 
toAA''el or piece of gauze saturated with McDonald’s solution, for three 
minutes. At the end of this time, the Avet tOAvel is placed over the 
operation area and allowed to remain there until the operator is 
readj' AAdien it is remoA'ed and the skin lightly dried. 

In preparing for A'aginal operation, the patient should have a douche 
of pyxol 1-2000 (or phenoco) the night before operation and the 
Amgina washed at the time of operation Avith soap and Avater contain 
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ing pyxol 1-2000. In this way, the water will have some germicidal 
value which it does not have with plain soap and water. 
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DYSTOCIA IN AN ECLAMPTIC DUE TO A CASE OP CYSTIC 
HYGROMA OP THE PECTORAL REGION OP THE FETUS 

By Frank T. Lams, M.D., Houston, Texas 


I DESIRE to place on record the following case of a cystic hygroma 
of the pectoral region, in a fetus, large enough to cause dystocia, 
which is rare, and I hope of sufficient interest to justify its pres- 
entation. 


Patient a primipara, colored, housewife, 19 years old. Mother, father, and three 
brothers and sisters, all living and well. • No defectives. 

Has been married one year. Husband living, has a two plus blood Wassermann 
and irregular attacks of asthma. 

Patient healthy all her life, except for usual childhood diseases, and a leucorrhea 
for the past year. Mensbuation regular, 30 day type, five days, moderate flow, 
no pain, last period Pebruary 6, 1922, due about November 13, 1922. 

History of present illness: Nocturia, 4 on 5 times and edema of the feet and 
legs for past three months. Constipation, dizziness, and frequent blind spells for 
past week. 

On November 11th, 1922, patient was admitted to the Houston Municipal Hos- 
pital, in a semicomatose condition, after having been in labor for 18 hours, attended 
by a negro doctor. She was seen immediately by the interne, who reported that she 
was having severe pains every minute, that the cervix was soft, thin and four fingers ’ 
dilated, membranes ruptured, blood pressure 210 over 130, which rose to 225 systolic 
during a pain, and that the fetal heart was 160 and irregular. XJrine showed a 
heary cloud of albumin. 


The interne was advised to tahe the patient to the delivery room and completely 
dilate the cervLx under ether anesthesia, apply forceps and deliver as quickly as 
possible. Upon my arrival some thirty minutes later the head was on the perineum. 
The interne said that the forceps had slipped twice, they were reapplied, proper 
pull instituted and the head was born in the occiput posterior position, but no 
further progress could be made. 

The pelvic measurements were normal. The uterus was firmly' contracted upon 
b.o fetus .and no fetal l.eart sounds could be heard. Maternal pulse was almost 
imperceptible and the patient was semicomatose. 

nliMteThl of twins com- 

plicated by contraction ring, or of a monster. Vaginal examination revealed an 
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unusual cystic condition on the back of the fetus, which gave the sensation of a 
hematoma. After a consultation, embryotomy was decided upon. The sac referred 
to was punctured' and about one pint of fluid was removed, but still the uterus held 
the fetus. After decapitation, the removal of an arm, and the removal of the 
left lung, it was decided to risk an anesthetic. When the uterus relaxed a cystic 
condition was found anteriorly, which was punctured and about one quart or more 
of clear straw , colored fluid wag withdrawn and finally , the fetus was extracted. 

A second degree laceration was not' repaired and the puerperiuin was stormy, 
being complicated by low grade peritonitis, pyelitis and phlegmasia alba dolens. 
Patient left the hospital January 7th in good condition. 



Fisr. 1. 


Inspection showed a female child at term, apparently fully developed, with a 
large tumor mass on the left side of the thorax, extending laterally, from flexor 
surface of wrist to costal margin; anteriorly, from sternum and lower surface of 
clavicle to vertebrae and upper part of scapula posteriorly. The arm was nearly 
encircled by the tumor mass, except for a narrow strip on its posterior aspect. The 
surface of the tumor anteriorly was irregular and appeared somewhat nodular, else- 
where the skin surface was smooth. The left nipple was displaced 7.6 cm. from 
sternum and 7.6 cm. lower than right nipple. The areola was about five times 
larger than the right areola and had several small locules in it. 

Approximate measurements were as follows: — ^length, 48 cm., abdominal cir 
cumference, 27.5 cm., greatest circumference of tumor around thorax 58 cm., 
greatest circumference of tumor taken vertically 40.5 cm., cord-length 60 cm., Pla 
centa 19x16.5x3.5 cm. 
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Autopsy sliowed all iaternal organs normal. Incisions in tumor mass disclosed 
a multilocular cyst, containing clear, straw colored fluid, witli 20 or more loeules, 
■varying in size from a pea to a lien’s egg, each, as a rule communicating -with one 
or more loeules, with some loeules entirely separate. The tumor anteriorly was old, 
while that posteriorly was comparati'vely new, which carries out the idea that 
these so-called neoplastic conditions (and it is doubtful whether they should be 
placed among true tumors) spread along -the lines of least resistance as more and 
more of the fluid accumulates. In this case the fluid had accumulated between 
the shin and subcutaneous tissue in front and the pectoral muscles behind on the 
left side. There was an extension of the ea'vity upward under the lower margin of 
the pectoralis major for a distance of little more than a centimeter. In tracing 
the cavity outward and downward along the left arm the coracobrachialis and biceps 
muscles came into view. On the posterior aspect of the left shoulder we were able 
to trace an extension of the cavity under the trapezius muscle, and in this region 
the deltoid and a part of the posterior scapular group of muscles came into view 
as forming a part of the anterior wall of the cyst. Microscopic sections of the 
walls of the cyst reveal varying thicknesses and to be made np of fibrous tissue, 
while the inner walls were found to be lined in places with an endothelial layer. 

Comparatively speaking, cystic hygroma is a rare condition. In 
the Annals of Surgery for July, 1913, according to Dr. Chas. N. Dowd 
of New York, only 91 cases of cystic hygroma of the neck had been 
reported in the literature previous to his article, 35 eases of cystic 
hygroma of the axilla and 11 cases in other portions of the body. 
Dowd reports four cases. Since his article appeared other eases have 
been reported by Matthews, Downes, Lyle, Winslow and others j 
Winslow reporting a case of the pectoral region in a child 4% years 
old. 

Even though the condition is congenital it may not he noticed at 
birth. Occasionally at birth it is thought of as a hematoma and 
later as a nonpainful, harmless mass. It is a condition that usually 
manifests itself in infancy, less frequently in childhood, and rarely 
in adult life. Sometimes its presence is noticed as a harmless mass 
throughout life. One of the chief characteristics is its rapid growth 
along the line of least resistance and it often envelops important 
vessels and nerves, making operative treatment hazardous. 

807 Kress Building. 



TUBERCULOUS OVARIAN CYSTS WITH A REPORT OP A 
THIRD CASE OBSER^HJD BY THE AUTHOR"^' 

By G. L. Moench, M.D., Assistant Professor op Gynecology and 

Instructor in Gynecological Pathology at the New York 

Post Graduate Medical School and Hospital 

(From tile Department of Gynecology and the Department of Pathology and Bac- 
teriology, New York Postgraduate Medical School and Hospital.) 

'^UBERCULOSIS of the female genital tract is a common disease 
and is found espeeiallj^ in the uterus and the tubes. The ovary, 
on the other hand, seems to be fairly immune as numerous examples 
and statistics show. Sehlimpert found the ovary attacked in only 
4.1 per cent of the eases of genital tuberculosis, v. Pranque reported 
an instance where the whole genital tract and the pei’itoneum were 
tuberculous but the ovaries were perfectlj’- intact, despite the fact 
that the infection was of sixteen years’ standing. Martin could find 
onlj’- 173 reports of tuberculosis of the ovary in 1899. However, some 
authors give much higher figures although usually based on rather 
small series. Cummins, for example, claims that 34 out of 40 cases 
(85 per cent) of genital tuberculosis examined by him showed in- 
volvement of the ovary. These figures are so high that I strongly 
suspect that they include not only ovarian tuberculosis but also tuber- 
culous peri-oophoritis. The percentages given by other men vary 
very much and are as follows: Wolff 60 per cent; Terillon 50- per 
cent; Williams 44 per cent; Kelly 33.3 per cent (in children); Green- 
berg 33.1 per cent; Orthmann 33 per cent; Oppenheim 33 per cent; 
Labhardt 32 per cent; Neu 31.7 per cent; Berkeley 22.5 per cent; 
Ollivier 17 per cent; Rives 15 to 20 per cent; Kroemer 15.7 per cent; 
Horizontow (from the statistics of Bollinger, Schmorl, Schmaus, Rib- 
bert and Albrecht) 15.4 per cent; Merletti 14.5 per cent, and Spaeth 
12.6 per cent. A number of these authors also state that both ovaries 
are usually affected. 

Judging from the records of the pathological laboratory of the 
New York Post-Graduate Medical School and Hospital, ovarian tuber- 
culosis certainly is not common, as only seven such cases — mostl}’’ 
unilateral — have been seen there since 1913. In my own experience 
also, ovarian tuberculosis has been very rare. For a number of 3 "ears 
I was in a locality where genital tuberculosis was A’-ery frequent, J'et 
despite this fact, I did not see OAmr a half dozen cases of ovarian 
tuberculosis and not a single bilateral infection. At the same time 


♦Read at the meeting- of the N. Y. Path. Soc., on March 14, 1023. 
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it must be admitted that genital, peritoneal, or even pulmonary, or 
bone tuberculosis is at times associated with cystic formation in the 
ovary. These cysts themselves, however, are practically never tuber- 
culous although a simple inflammatory reaction is^ often present. 
Nevertheless, some authors claim that the tuberculosis, by means of 
toxins, or otherwise, is still the direct cause of such cysts. These men 
consider the menstrual disturbances so frequent with tuberculosis as 
a further visible proof of their theory. Pollosson and Violet and 
Poncet and Leriche are especially fervid adherents of this tubercular 
etiology of many ovarian cysts. Poncet even goes so far as to assume 
that the inflammatory reaction of the ovaries in such cases is a genuine 
tuberculosis that has somehow lost its characteristic histological ap- 
pearance. He calls this condition “Tuberculose Inflammatoire.’ 

Although I have admitted just now that ovarian cysts are at times 
found in conjunction with local or even general tuberculosis, I must 
say that I can see absolutely no reason for accepting a casual relation- 
ship. Coincidence may play a large part in such findings, in fact it 
would be strange if two such common ailments as tuberculosis and 
ovarian cysts were not sometimes combined. Furthermore it is not 
very clear anyhow why, tuberculosis should be more conducive to the 
production of ovarian cysts than any of the other inflammations. 
Personally, from my own experience and after a survey of the litera- 
ture, I cannot believe that ovarian cysts are really so common with 
tuberculosis as Pollosson and Violet and Poncet and Leriche and their 
followers wonid have us think. Simmonds, for example, to mention 
only one name, found 80 cases of genital tuberculosis among 6000 
female cadavers. Only 4 of these 80 cases showed ovarian cysts and 
Simmonds mentions expressly that the cysts were of long standing 
and certainly only accessory lesions. Not one of the 4 cysts showed 
a tuberculosis of its wall or contents. This absence of tuberculosis in 
OAmrian C3^sts found associated with definite tuberculous lesions in 
the rest of the genital tract is another factor which speaks strongly 
against a tuberculous etiology for such growths, unless indeed one 
wants to accept Poncet ’s Uiherculose inflammatoire as a genuine 
tuberculosis. This, however, does not seem warranted because it 
would then he difficult to explain why the tuberculous lesions in these 
oigans should he totally’' different from such as are found anywhere 
else in the body. Furthermore, typical tuberculosis does at times 
occur in ovarian cysts so that it cannot be said that the ovarian tissue 
itself reacts differently from other tissues to the tuberculosis bacillus. 
Such cases of tiibereulosis of ovarian cysts are, however, rare. 

Schottlaender in 1892 could find only 7 cases of tuberculosis of 
ovaman cysts. Pruesmann in 1904 found 6 more. Celler later in the 
same year collected 20 cases including his own. A closer investiga- 



480 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 

tion caused Celler to eliminate 7 of the eases because they either were 
not examined properly or -were not neoplasms. Among the seven -vvas 
the ease of Madlener which should not have been eliminated as it 
really ivas a tuberculosis of an ovarian cyst, a fact which has since 
been brought out by Madlener himself. Up to 1904 then there were 
only 14 positive eases of tuberculous ovarian cysts reported in the 
literature. Since then a few more have been reported sporadically. 

In 1915 I was able to report the first case of my own. 

This was a nulliparous, single woman, 50 years of age (M.L.M. 
Chart No. 403, 1915, Prauenklinik, Tuebingen). She was generally 
asthenic, had lost much weight and complained of pains in the ab- 
domen, also of cough. 

The physical examination showed pulmonary tuberculosis and a left 
sided ovarian cyst as large as an adult head and a right sided cyst about 
the size of a goose egg. At operation, under spinal anesthesia, a 
general peritoneal tuberculosis with many adhesions, but no ascites, 
and the described e 3 ^sts of the ovaries were found. 

Because of the poor condition of the patient only the adnexa and 
a piece of peritoneum were removed. Pathological examination 
showed that the large cj’-st was of serous type, the smaller one a 
dermoid. Both the peritoneum and the wall of the large cyst were 
tuberculous and numerous tubercle bacilli could be demonstrated in 
the sections. Both tubes and the dermoid were perfectly free from 
tuberculosis. 

An interesting point in connection with this case was the fact that 
the .woman developed marked ascites shortly after the operation. 
No doubt the traumatism from the operation which was rather severe, 
due to the many adhesions, produced this ascites. Prequentlj^ a simple 
laparotomy will improve cases of peritoneal tuberculosis but, on the 
other hand, marked ti’auma may also cause an exacerbation of the 
tuberculosis; an accident which I have seen also in other cases of 
genital tuberculosis of the female and to which I have called atten- 
tion in another place. 

About six months after the operation the patient died of cachexia. 
An autopsy revealed an atrophied uterus free from tuberculosis. 

In 1916 at Tuebingen I saw a second case of tuberculous ovarian 
tumor. This time it was a solid adenofibroma of the left ovary with 
a tuberculous infection. This is the onlj'- instance in the literature of 
a solid ovarian tumor infected with tuberculosis with the one excep- 
tion of Gloclcner’s case where a medullary carcinoma and tuberculosis 
were found together. 

This second case (R.KJ. Chart No. 719, 1916) was a sterile married 
woman of 43 who had had pehdc and abdominal pains for a long time. 
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Physical examination showed a large fibromyomatous uterus and large 
bilateral masses. 

At operation, also under spinal anesthesia, marked perimetritis and 
double pyosalpinges were present. Both ovaries were firmly adherent 
to the tubes, the right one small, the left one firm, solid, about the 
size of a small orange. The peritoneum was not diseased. The uterus, 
both tubes and the left sided tumor, which was a fibro-adenoma as 
mentioned above, were removed and microscopieal examination proved 
them to be tuberculous. The right ovary, which was also removed, 
was small, fibrotie and free from tuberculosis. Tubercle bacilli were 
again found in the sections from the ovarian tumor. 

In connection with my two cases I went over the literature on this 
subject very carefully and found altogether 29 cases including my 
own, of proven tuberculous ovarian neoplasms. These were the fol- 
lowing : 1. v.Baumgarten; 2. Bertino ; 3. Brons ; 4. Celler ; 5. Elsaesser ; 
6. Gade; 7. Gloekner; 8. Gruenbaum; 9. Kelly; 10. Klebs; 11. Bago- 
thetopulos; 12, Madlener; 13'. Meriel; 14 and 15. Moeneh; 16. Neu- 
mann; 17. Olshausen; 18 and 19. PoUosson and Violet; 20, Pniesmann; 
21. Rosenthal; 22. Saenger; 23. Scalone; 24 and 25. Sehottlaender ; 
26 and 27. Todorsky; 28. 'Wechsherg; 29. Spencer Wells, 

In this research I overlooked three cases as I found out later, 
namely, those of 30. Tusini; 31. Gharbonnel and Nadal and, 32. Cohn. 
Since that time I can find only a single ease, that of Porgue and 
Chauvin in the literature. 

Among these 33 tumors 7 were intraligamentous, about a dozen 
were dermoids, and only 2 — Glockner’s ease and my second one — 
were solid growths. 

I realize that in many articles on this subject more cases have 
been reported than I have just named, but all of these so-called tuber- 
culous ovai’ian cysts will not stand close investigation. Porgue and 
Chauvin for instance have left out many certain cases and included 
others which are not tuberculous cysts at all, so for example, the 
4 cases of Simmonds mentioned in the beginning of this paper. Miss 
Gorowitz is another author who does not sift her material. As early 
as 1899 she claimed to have found 19 cases of tuberculous ovarian 
es^sts although she only enumerated 10. The other 9 no one has ever 
been able to trace. Pruesmann — as mentioned — only discovered 14 
such cases in 1904. 

Tlie following have all been cited as tuberculous ovarian cysts but 
are in reality either tuberculous abscesses, infected foUicles, corpus 
luteum cysts, or infected peritoneal sacculations: 1. Bouget and Al- 
bertin; 2. Edmunds; 3. Ehrendorfer; 4. Goullioud; 5. Griffiths- 6, 
Grusdew; 7. Heiberg; 8. Hofmeier; 9. v.Krzywiki; 10. Sturges-^11. 
Slangold. Remy has also eliminated the following in addition to the 
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above: 12. Brouardel; 13. Schreiber; 14. Jacobs; 15. Wolff; 16. 
Pbocas; 17. Schwartz. Rives, Guillemain, and Mangiagalli as 18, 19 
and 20 must also be excluded. 

To these 33 cases of tuberculous ovarian neoplasms I can now add 
a thirty-fourth which I saw recently at the New York Post-Graduate 
Hospital. 

Dr. Ward J. MacNeal, Director of the Departments of Pathology 
and Bacteriology at the Post-Graduate Hospital, first called my atten- 
tion to the pathological specimen. The woman was a private patient 
of Dr. H. Dawson Purniss and I want to thank both of the doctors 
at this time for their courtesy which enables me to present the case 
here. 

The history is as follows: Mrs. R. P., admitted Dec. 5, 1922, to the 
Post-Graduate Hospital. Chart No. 26431, Pathological No. 7064- 
14065. She was an Italian woman 29 years old who had been 
married ten years and had never been pregnant. Her family history 
was negative. 

Present history'. The patient had been well, according to her own 
statements until August 12. At that time she had pain in the left 
adnexal region and from August 15 to August 18, 1922, a slight 
uterine flow. After that her menstruation — which before had always 
been regular — ceased. Her abdomen enlarged and she had nausea 
and vomiting lasting about 3 weeks. 

Physical examination showed no general abnormalities. The abdo- 
men, however, was enlarged and tender on the left side. 

Gynecological examination revealed a large mass on the left side 
which could not be mapped out distinctly. It extended almost up to 
the umbilicus and projected below into the true pelvis. The culdesac 
of Douglas was filled out and felt more or less doughy. The uterus 
could not be isolated very well but seemed enlarged and irregular. 
A diagnosis was difficult but apparently a fibromyomatous uterus and 
an ectopic gestation were present. 

At operation, under ether anesthesia, the uterus was found slightly 
enlarged but otherwise normal. The mass on the left side was a 
large pyosalpinx and an ovarian cyst the size of a lemon. On the 
right side a smaller pyosalpinx and a normal sized ovary were present. 
The adnexa of both sides were removed. The operation was extremely 
difficult due to many old firm adhesions to all the surrounding struc- 
tures. The peritoneum itself was not diseased. 

PATHOLOGICAL EXAMINATION OP THE SPECIMEN 

Gross examination: The left tube and ovary, bound up in an in- 
flammatory exudate and fibrous tissue, measured 110 x 63 x 64 mm- 
At one point the specimen had been torn and showed an irregular 
cavity 40 x 35 x 20 mm. which was lined by a hemorrhagic pyogenic 
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membrane. On section it was found that tbe cavity narrowed down 
on one side to 18 mm. and was continuous with the lumen of the tube. 
The walls of the latter were very markedly thickened by edema an 
inflammatory flbrous tissue. 

The ovary itself measured 80 x 51 x 45 mm. It was rather soft. 
On section a cavity 45 x 35 mm. was filled with opaque greyish 
yellow grease and numerous blonde hairs. The latter had their origin 
in part in the smooth waU of the cyst. Other structures such as 
teeth, etc., were lacking. The average thickness of the cyst wall was 
from 3 to 5 mm. At one end the ovarian tissue was 30 mm. thick, 
here a second smaller cyst filled with sebaceous material, was f.ound. 


The right tube and ovary also were bound together by adhesions 
especially at the fimbriated end which was closed. The tube itself 
measured 105 mm. in length and varied in thickness from 8 to 25 mm. 
Its lumen was filled with opaque yellowish grey muco-pus. The wall 
was 5 to 14 mm. in thickness. The ovary measured 58 x 45 x 27 mm. 
On section it was edematous and contained numerous follicular cysts 
up to 3'5 mm. in diameter. 

Sections were cut from the various parts of the specimen; they 
were hardened in formalin; embedded in paraffin and strained in the 
usual manner with hematoxylin and eosin. 

Microscopical exmiina>tion: Both tubes showed a huge chronic puru- 
lent inflammation throughout and in addition, in many areas numerous 
typical epithelioid-cell tubercles containing Langhans giant cells. 

The sections from the left ovary presented an even more advanced 
picture of tuberculosis than the tubes. There were many tubercles 
throughout the ovarian stroma. The described cyst was ’ lined by 
stratified squamous epithelium, beneath which there were abundant 
sebaceous glands and a few hair follicles. In direct proximity to 
these and the cyst wall itself there were again many tubercles. 

The sections from the right ovary were unimportant except for 
numerous ts^pical follicular cysts and a fair number of developing 
graafian follicles. Tubercles were not seen anywhere in this ovary. 

Smears made from the tubes, stained by carbol-fuehsin and de- 
colorized in acid alcohol and absolute alcohol, showed numerous thin, 
often kinked, red bacilli. ’ 


Diagnosis: Bilateral tuberculous salpingitis. 

Dermoid cyst and tuberculosis of left ovary. 
Small cystic degeneration of the right ovary. 


Here again, as in all the other cases of ovarian tuberculosis I have 
seen, the tuberculous process was present in only one ovary. 

In closing I would like to say a few words regarding tuberculosis 
of ovarian cysts in general. I do not believe as Poneet and others 
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would have it, that tuberculosis is especially prone to cause ovarian 
neoplasms. Aside from the reasons already given it seems to me that 
if Poneet were right, bilateral tumors should be the rule instead 
of the exception. Secondly, genital tuberculosis is very often asso- 
ciated with thrombosis of the ovarian arteries. A thrombosis of 
the ovarian artez'ies, however, certainly would not only not be con- 
ducive to new growths in the ovary, but indeed would tend to cause 
cysts, which had already formed, to regress, due to the diminished 
blood supply. I do not believe however that anyone can decide 
definitely in eases of tuberculous ovarian cysts whether the tuber- 
culosis was first or the ovarian tumor. Instead of the tuberculosis 
causing the cysts it is just as feasible to suppose the ovarian cysts 
had caused a locus minoris resistentiae which would allow the tuber- 
culosis to gain a foothold. 

The mode of infection in these eases must be either hematogenous 
or b3^ direct contact, that is, through the lymph channels. In my 
first case mentioned in this paper, a peritoneal tuberculosis was pres- 
ent but no tuberculosis of the tubes or uterus, so that a direct ex- 
tension from the peritoneum to the ovarian cyst seems probable. A 
hematogenous infection certainly ought to have attacked the tubes 
also as they are so much more sensitive to tuberculosis. In the 
second and third cases no peritoneal tuberculosis was present but the 
tubes in each case were severely infected so that here too I believe 
we can think of an involvement of the ovarian tissue from the tubes 
through the lymph stream. Another possibility is that the tuber- 
culosis was primary in the ovaries. This, of course, cannot be proven 
but does not seem probable in view of what has been said before. 

In addition to the hematogenous, or the contact or lymph stream 
infection, a direct implantation of the tuberculosis may follow the 
tapping of an ovarian cj’^st accompanied by tuberculous peritonitis. 
Naturally such cases were much more frequent in former years when 
large ovarian cysts used to be tapped as a routine. A few cases of 
tuberculous ovarian cysts which had been tapped and showed a tuber- 
culosis of the wall or contents have indeed been explained in this 
way. Nevertheless such obvious traumatism is not needed in every 
ease and spontaneous rupture of the tuberculous process into the 
interior of an ovarian cyst may well occur. 
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Dk. Thomas J. Watkins, Chicago, 111., read a paper entitled Oysto- 
cele and High Rectocele. (For original article, see p. 389.) 

DISOTSSION 

DE. EEEDEEICK G. HOLDEN, New Yoek City.— Cystoeele, a simple lesion 
easily cured. I take it that a few years ago suck a statement would not have 
passed unchallenged. 

During the last decade there have been several interesting and more or less 
satisfactory operations proposed for the cure of cystocele and rectocele by members 
of this Society. The problems involved have been the etiology, the anatomy of the 
parts involved, and the operative procedures for the cure of the defects. Dr. 
Watkins' very sane conclusions as to the etiology, and his very convincing presenta- 
tion of the subject, would lead one to believe that he has justified the title of his 
paper. Those of us who were in Chicago recently were very much interested in 
the presentation at his clinic at St. Luke’s Hospital; so much so that upon my 
return to New York I started to familiarize myself with the steps of the opera- 
tion there demonstrated, and thus far I have been so pleased with the satisfactory 
results that I am led to believe that when 1 perform this operation with the pre- 
cision and refinement of technic as demonstrated by Dr. Watkins, I will then 
have an operation as satisfactory in my hands for the younger wmmen, as is the 
interposition operation in women past the childbearing period. 

Those of you who have not boon to Chicago and seen Dr. Watkins demonstrate 
this operation have yet in store one of the most delightful treats you have ever had. 

DE. WILLIAM C. DANPOETH, Evanston, Illinois. — I have met the problem 
of the high rectocele in a manner a little different from that described by Dr. 
Watkins. A woman presented herself with a high rectocele coming from the cervix 
dorni, and rolling out the entire perineum and rectum. 1 have dissected up to the 
level of the cervix, freeing the vaginal wall from the rectum, extending dissection 
up behind tJie cervix. Then by passing sutures through the upper part of the 
levator on one side, through the posterior surface of the cervix and through the 
levator of the opposite side, the levators and cervix were made to form a con- 
tinuous wall which retained the prolapsing bowel. 

DE. WILLIAhl E. STUDDIFORD, New Yoke City. — ^In reference to high 
rectocele, I think there are two types of cases, one in which we have an elongation 
of the culdcsac in which the culdesac of Douglas pushes down the posterior vaginal 
wall, causing a real liernial sac, and often that sac is filled with loops of small 
intestine and the protrusion comes down posterior to the cendx. 
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There is another type of ease in -which the euldesac does not descend as far, 
but we have a< protrusion of the anterior wall of the rectum and posterior wall of 
the vagina. The handling of these cases operatively is a little bit different. 
Where Douglas’ pouch conies down I follow high dissection as Dr. Watlnns has 
described, but in a little different way. I start a midline incision at the cervix 
and make a dissection of the mucous membrane, opening the euldesac, so that the 
peritoneum is exposed, and with the finger it is possible to find out the amount 
of that descent. The peritoneal pouch is freed and the hernial sac closed, as the 
hernial sac or peritoneal sac in an inguinal hernia. Having done that, the 
sacrouterine ligaments are exposed, and it is possible by shortening them and 
bringing the edges of the fascia together to draw up the rectum and restore 
some of the attachments of the rectum at the sides of the sacrouterine ligaments, and 
to get fascia very much as Dr. Watkins has described, although approaching the 
problem from a little different direction. Where you have protrusion of the 
anterior wall of the rectum, the fascia must be brought up and drawn upward, 
and you have more of a transverse slit, as described by Dr. Watkins. The removal 
of the peritoneal pouch, I think, is a great help in curing these cases of high 
reetocele in which tlie pouch is elongated. 

DR. GEORGE H. NOBLE, Atlanta, Georgl\. — There are two general condi- 
tions in cystocele requiring attention, one due to trauma, and the other to ex- 
cessive deposits of loose connective tissue. 

Those due to trauma may be divided into two subdmsions : the first due to 
lesions of the fascia underlying the bladder, and the other to lesions of the uterine 
supports and pelvic floor. The cases due to excessive deposit of loose connective 
tissue may be divided into two subdivisions, also: first, deposits of loose connec- 
tive tissue around the uterus and below the base of the broad ligaments; second, 
cases including the above -Nrith deposits of loose connective tissue in the middle 
portion of the cervix uteri. 

The general principles involved in operating are constant, though the technic 
may vary according to the di-visions mentioned or the operator’s ideals. 

Fascia lying beneath the bladder should be brought together from all directions 
to distribute tension on all sides of the pouch between uterus, broad ligaments and 
anterolateral walls of the pelvis. For this purpose, the kite or diamond shape ex- 
cision of anterior vaginal wall (including fascia) is eminently satisfactory. 

Excessive deposits of loose connective tissue are usually connected with pronounced 
uterine descensus, or hypertrophic elongation of the middle portion of the cervjx, 
with eversion of the vagina. Such cases require either hysterectomy or resection 
of the portio media with -wide dissection, the latter for the purpose of replacing loose 
connective tissue with scar tissue. 

In all cases, lesions of the uterine supports and pelvic floor should be repaired. 

I deal with large reetocele differently from most people. In the first place, after 
separating the rectum from the vagina, I evert it through the anus, cut off the sac, 
and close the hernial opening by bringing the normal rectovaginal septum to the 
fascia, covering the inner layer of the levator muscle, suturing with kangaroo 
tendon; then close the perineum in layers. Small reetocele is dealt with as m 
ordinary perineorrhaphy, by passing suture well around the hernial opening in the 
rectal fascia, and bringing the upper edge of the hernial opening down to the 
fascia covering the inner surface of the levator ani muscle. 

DR. WATKINS (closing).— I thank Dr. Holden for his kind remarks, which, I 
am sure, are more complimentary than deserved. We have attempted in case of 
high reetocele to bridge over the lesion by means of the levator ani and the 
broad ligaments, as Dr. Danforth has suggested, but the results were very unsatis- 
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factory. Wo approve of obliteration of the deep culdesac, ^vhich Dr Studdiford 
mentions and ^vhL is noted in the paper. We have become f 
that wide dissections in cystocele are nnneeessary and often harmful, for reason 
given in the text. It is never necessary to narrow the vagina except as it is 
narrowed from excision of redundant mucosa. I have been familiar with Dr. 
Noble’s operation for rectocele since he described it, many years ago. I have no 
had the courage to do it, although otherwise it has had my approval. 


Db. Oskar Frankl, Vienna, Austria, read a paper entitled Relation 
between Placenta and the Secretion of Milk. (For original article, 
see p. 399.) 

DISCUSSION 

DR. HUGO EHBENPEST, St. Loots, Missouri.— The interrelationship between 
tliG breast and genital tract has, of course, been hnown for a long time. The 
gross stimulus must come from the genital tract. We know that breast develop- 
ment coincides with the menarehe; that during menstruation often some stimulus 
reaches the breast; that at the time of the menopause there occurs an involution 
of the breast glands. As we now understand the problem of menstruation, we 
might assume a relation of breast changes more directly to corpus luteum function. 
That gives us some clue as to what probably happens during pregnancy. We know 
that during pregnancy ovulation ceases; the corpus luteum becomes larger and 
persists. We might then assume that it is the large corpus luteum which causes 
the growth development of the breast in the course of pregnancy. The more 
difficult problem, however, is to explain why the lactation, process, the real func- 
tional activity of the hypertrophied breast gland, does not begin until labor is 
over. Professor Frankl deals with this problem. Naturally, outside of the ovaries 
we have to consider in this connection the uterus and its contents, the uterine wall, 
the fetus and the placenta. He has referred to the manner in which these various 
factors have been excluded. It is a common observation that a Porro extirpation of 
tho uterus, does not interfere with lactation. This proves that involution of the 
puerperal uterus, as has been claimed, is not the deciding factor in starting lacta- 
tion. Observations in cases of hydatidiform mole exclude the fetus as the activat- 
ing factor. Thus, by exclusion, the placenta suggested itself as the determining 
factor. The placenta, however, was not acknowledged to be an organ endowed 
with internal secretion. Some of the experiments made with placental extracts were 
suggestive, but never conclusive, because after all, one always had to discount 
tho possibly misleading effects from the injection of protein substances, i.e., pos- 
sibly nonspecific effects. 

In experimental endocrinology most reliance always is placed on the results of 
the successful transplantation of organs which are functionating abnormally. Just 
in this manner Professor Frankl has solved the problem of the inner secretory 
function of tho placenta and its relation to lactation by his ingenious experi- 
ments, which he described in the paper just presented. 

There is anotlier interesting side to this subject. E.vperiments made by Herrman 
demonstrated that a lipoid isolated by him from the corpus luteum biologically 
and chemically is identical with a lipoid extracted in the same manner from 
fr«h placenta. The most characteristic effect he obtained .with these very power- 
ful lipoid extracts was a growth stimulation of the breast gland ev 
born animals. 


even m new 


Still another very important conclusion 


can then be drawn from Professor 
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Prankl’s experiments. If corpus luteum and placental lipoids are identical, we 
can readily support Professor Prankl in his assumption that during pregnancy 
the placenta takes over or reinforces the activity of the corpus luteum. I con- 
sider this a point of great significance in relation to certain therapeutic sug- 
gesffions that have been made, and which in our literature do seem to play an 
important role. If the placenta supplants or reinforces corpus luteum function, 
it is difficult to see how corpus luteum injections could ever be required in early 
pregnancy to overcome certain toxemic symptoms, just at the time when the chorion 
epithelium surely is most active. 

We have read in American and also in German literature about the wonderful 
effect of placental tissue and extracts in increasing the milk supply of the nurs- 
ing mother. It is hard to understand any such effect of placental extract when 
we are in possession of scientific proof that the placenta stimulates growth of 
the breast glands, but undoubtedly also actually inhibits the production of milk. 

Having been familiar with Professor Prankl ’s experiments for some time, the 
thought had occurred also to me that there exists a striking analogy between 
the appearance of the menstrual flow coincident with retrogressive processes in the 
corpus luteum, and the appearance of milk after the elimination of the placenta, 
both phenomena respresenting a dissimulation process setting in when the dis- 
tinctly assimilating effect of corpus luteum or placenta has ceased. 

I express to Professor Prankl niy deep gratitude for having brought this 
interesting subject before the Society, and I ask him to consider in his conclud- 
ing remarks the practical aspect of his experiments in regard to the use of corpus 
luteum extract in the treatment of the toxemias of pregnancy, and of placental 
extract for the purpose of increasing the milk supply of the nursing mother. 

DR. RUDOLPH W. HOLMES, Chicago, III.— Why is it that most of the animals 
eat their placenta if it is not a part of the process of lactation? 

DR. ARTHUR H. CURTIS, Chicago, III.— I would like to ask Professor Prankl 
whether he has given these pregnant mice any other subcutaneous implantation 
of foreign proteid material and has noted the effect of it on the offspring. Also, 
whether he has implanted other foreign material subcutaneously, noting whether 
or not there was a toxic effect, or whether possibly transplantation of the placenta 
may not be of this nature rather than showing a specific action. 

DR. PREDERICK J. TAUSSIG, St. Louis, Missouri.— I would like to ask Dr. 
Prankl how long the placental implantations lived, or how long they may continue 
to function. 

DB. CAREY CULBERTSON, Chicago, III.— I should like to ask Dr. Prankl 
what part of the placenta he used, whether it was the trophoblast, that is, earl} 
chorionic cells, or placenta at term. There is a distinct difference between the 
two. After midpregnancy there is a marked disappearance of the trophoblast, 
which is active very early during the development of the chorionic villus, whereas 
at full term the placenta is converted into old connective tissue, with a relative 

or marked degeneration of the trophoblasts. I ask this question for the reason 

that before the placental extract was put on the market I was provided with it 
by one of the manufacturing chemists, for the purpose of using it clinically 
in obstetrical wards in determining whether it was of any value or not in in- 
creasing the secretion of milk. I reported to the firm it was of little or no 

value and had no influence whatever in modifying in any way the secretion of 
milk in the mother. There were then later reports, as Dr. Ehrcnfcst has indi- 
cated, to the effect that the secretion of milk has markedly increased by feeding 
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the woman placental extract. At the time I tried to secure from the manufacturers 
through their agents some statement as to what part of the placenta had been 
used, whether they used early chorionic villi, early placenta, or placenta at full 
term to make the extract, and I was unable to get an answer to that question. 

DR. HENRY T. BYFORD, Chicago, Iul. — To tiy to find an internal secretion 
or a specific stimulant in the placenta responsible for the secretion of milk seems 
to be complicating a subject that in the last analysis will probably be found to 
be quite simple. Instead of being a producing organ like the ovary and endocrine 
glands, the placenta is an organ that is produced during pregnancy for a specific 
function. "Whatever action it may have upon the secretion milk is probably a 
nonspecific protein stimulant and entirely secondary. The genital influence con- 
nected with pregnancy is undoubtedly due to the functions of the ovaries aided 
by the various endocrine glands. The mammae are stimulated by this influence 
which, when the uterus is evacuated and reduced to a comparatively quiescent 
state is suddenly concentrated upon the mammae, while the placenta, having been 
expelled, must stop exerting any influence from one to three days before milk is 
secreted, and when its influence should be needed most. 

There are many nonspecific stimulants to the secretion of milk, such as nursing, 
hot nourishing drinks, and perhaps certain proteid or other stimulants acting by 
way of the blood or nervous system, and it is right that the placenta should be 
experimented with; but too much time is apt to be consumed in premature dis- 
cussions. 

DR. PRANKL (closing). — As to the question of the age of the placenta which 
I implanted, I will say that I worked on animals about ten to twenty days before 
expected delivery and transplanted on them placentae of mice in the same stage 
of pregnancy. This, however, is not very important for experiments on rodents, 
because in them the trophoblast persists until the end of pregnancy. There is no 
degeneration of the trophoblast as occurs in human placenta. 

Tho question was asked whether I tried the transplantation of the ovary in 
these experiments. No, I tried to replace only a missing organ for the purpose 
of my studies. The grafted placenta remains active about four weeks, as a rule. 
After the fifth week it disappears. 

I am not convinced that the injection of placental extract preparations or 
placental tissue increases the secretion of milk. If there was a simple way of 
treating insufficient lactation, it would be practiced in all clinics of the world. 
Wo had no results from using placental extracts for this purpose. With lacta- 
tion already established every factor which produces hyperemia should theoretically 
increase secretion, but we have no evidence that this occurs with injection of 
placental extracts. 


Br. Harold C, Bailey and Dr. William P. Healy, Ne"W York Citj'", 
read a paper entitled Follow-up Results of 908 Cases of Uterine 
Caucer Treated "by Radium. (For original article, see p. 402.) 




_ DR.. WILLIAM S. STONE, New York City.-I am naturally much interested 
m us report by Dr. Bailey and Dr. Healy because the majority of cases X have 
examined with them and have discussed frequently the treatment of the cases. 
I t link perhaps I onght to explain a little my personal attitude. 

Last night I was introduced as the radium fiend of New York. I assure you 
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that is not my reputation in New York. I flatter myself that most men think 
I proceed very cautiously in this work. My work is really that of a policeman 
and I am a good deal of a pessimist. I have adopted my present attitude in this 
matter during the past two years. In all this list of cases the percentage of 
cures cannot be compared with anything in regard to surgery, because, with few 
exceptions, it represents a definite percentage of cures in eases in which surgery 
can do notliing at all. In some of the cases that Dr. Bailey has classified as 
operable, I disagree with him a little bit about the stage of the disease. I am 
rather inclined to tliink that they were a little farther along in the disease than 
he thinks, and the term opei’ability has such a wide variability and is so dependent 
upon the personal equation, that it is a difficult term to use in any scientific way. 
In addition to that, I have nine private cases that were seen so early that I 
thought a simple hysterectomy could cure. These were eases of cancer of the 
cervix. Of these nine eases, three have passed the five year period, and the last 
one has gone a year and a half since the termination of treatment. All of these 
cases are well at the present time. As I say, three of them have passed the five 
year period. These eases I deliberately radiated, recognizing that surgery prob- 
ably could have cured them also. 

So far as cancer of the cervix is concerned, I beUeve now we have got into 
another era in the discussion of the subject, and still most of us believe in radium 
as a palliative measure. I think that we must in the light of these statistics 
consider the tiling somewhat from a curative standpoint, and I think in individual 
instances it may often depend on the resources that the patient has, whether she 
has the benefit of the best surgeon, or whether she has the benefit of a very ex- 
perienced man in the use of radium. 

As far as cancer of the body of the uterus is concerned, while I believe we 
have shown radium has been curative, at the present time in the presumably 
early eases I cannot conscientiously rely upon radium alone, for the reason 
that I cannot see the lesion, I do not know exactly where it is, and I do not 
think we are quite ready, if we have the surgical resources, to treat the case 
with radium alone. 

In regard to palliation, all has not been said that should be said. There are 
certain classes of eases in the terminal period of the disease that have been made 
much worse. It is awfully hard to estimate how much palliation you give in 
any case, and by how much life has been prolonged, but I am sure that there is 
another side to the palliative treatment. Undoubtedly some of our cases have been 
made worse, they have lived a shorter time, and have suffered more. 

In the terminal period there are two kinds of cases, one in which the local 
disease is far advanced, and the general condition shows they are in the terminal 
period. These cases should not be treated. The other class is pretty close to the 
terminal period, and the woman’s general condition appears to be good on examina- 
tion, but you will find the case is very likely advanced, and the nutrition of the 
tumor is beginning to be disturbed. It has not been disturbed before that. There' 
is no toxemia, and so on, but you can see it is already breaking down. If you use 
radium in that case you ivill make the patient prematurely worse. These are 
the hardest cases to withstand. 

"With reference to the technic, I am not so enthusiastic about external radia- 
tion with the x-ray. I believe in advanced cases as a palliative measure it should 
be done, but there is one thing I have learned from observation of the effect of 
these agents upon tissues in other parts of the body, that it is quite neccssaiy 
to observe the nutrition of the normal parts surrounding the tumor. I am not 
quite sure but what we are going to have a backfire from the intensive use of 
the x-ray. It is dangerous, and the dangers may not be shown sometimes for 
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several montlis, aad tlio x-ray docs cause a cliango in the nutrition of the normal 
surrounding parts, -which is a great disadvantage. 

DE. OSKAE FBANKL, Vienna, Atistoia (by invitation) .—I agree -with very 
much Dr. Bailey has said. 

When vre began radiation of tlicse cases in our clinic we started -with radium. 
The primary results were excellent, but after a short time they proved disap- 
pointing. Later, when wo leanied to improve the technic of radium application, 
the primary results became much better, and yet the ultimate results were ab- 
solutely unsatisfactory. It was only when we began to combine radium with the 
x-rays that our results were markedly improved. 

Eegarding the operative treatment of these cancerous cases, we should operate 
whenever we think it is possible to do so to advantage. After operation wo 
treat these cases by radiation, but only by moans of x-ray, excluding radium. 
Since wo have followed this method we have cured very many cases. I have 
not the statistics at my disposal at this time. 

I am suro Dr. Bailey lias also studied the interrelationship between mature 
carcinoma, and the finer histological structures of the growth, and the results of 
radium and x-ray treatment. In our clinic, as in other clinics, it was found that 
there is a very great dilTercncc between radiation of the one or another car- 
cinoma, according to its maturity. We have carcinomas which -will melt like butter 
in the sun, and again others which prove very rcfractorj'. We have patients who 
respond very satisfactorily, but these are cases of solid carcinoma that have 
reached an advanced state of maturity. Tiic old surgeons knew that an epithelioma 
of the skin cannot be compared in malignancy with the carcinoma of the tongue. 
The worst carcinomas, according to our experience, arc always those of the 
glandular tj^o of low maturitj*. 

DE. GEOEGE GELLHOEN, St. Louis, hlissouni. — Limiting myself to cancer 
of the cervix, I will say that Dr. Bailey’s figures confirm the continental statistics 
according to which radiation rivals, if not excels, the results of surgery by a 
permanent and absolute cure of between twenty and twenty-five per cent. It 
must, however, be obvious to you that if the rest of us arc over to achieve such 
results, larger quantities of radium must be at our disposal than most of us 
possess. Those of us who have only 100, 130 or even 150 milligrams of radium, 
are forced to combine radium with operation in early cases. Wo first destroy 
the cancer in the cervix by radium, and then remove by operation the tissues out- 
side of the uterus where the radium cannot penetrate. To do this, and this is the 
point I want to stress, we must resort not to an ordinary hysterectomy, but to 
the extended Wertheim operation despite its high primary mortality. 

The second point I wish to make refers to certain forms of recurrences. Local 
recurrences in the operative scar in the roof of the vagina are not nearly so fre- 
quent as they formerly were when direct contamination was less carefully avoided 
during operation. We are now more apt to meet with recurrences in the outer 
portions of the parametria close to the pelvic walls. In this location the can- 
cerous foci are not directly accessible to the radium capsules or needles, and any 
intravaginal radium application carries with it the danger of vesical or rectal 
fistulae. For this class of cases the suggestion made by Bumm a year or so ago 
seems to me worthy of attention. Bumm approaches the pathologic process by the 
paravaginal route, and I have followed his lead, substituting needles for capsules. 
It is easy to make a small puncture close to tho tuberosity of the ischium and, 
with two fingers in vagina and rectum, guide a prostatic needle containing radium 
into tho tumor itself. Two or more such needles can bo introduced and left in 
place to correspond to 300 or 400 mglir. I have done this three times thus far. 



494 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 

In the first case the radium dosage was insiifidcient, and the tumor seemed to 
have been stimulated to faster growth. In the second case, the tumor disappeared 
promptly, but it is too soon to speak of definite results. The third case is alto- 
gether too recent; moreover, deep x-ray treatment was added to the radium ap- 
plication. I wonder whether others have had experience with successful treatment 
of such deposits far out to the side of the pelvis. 

DE. JAMES E. KING, Buffalo, New York. — The thing which most impressed 
me during the reading of the paper is the undertone of disappointment that per- 
vades it. It suggests what many of us feel, that radium is not fulfilling the high 

hopes at first entertained as to its value as a cure of cancer of the cervix. 

These reports, too, liave great significance for those of us who have only a 

limited amount of radium at our disposal. I have had 100 mg. of radium 

for about a year and a half and, it seems to me, that it is time for us to learn 
whether the use of these small quantities is of as great value as the larger amount. 

In estimating the value of radium as a cure for cancer we often ignore a 
fact wliich we all learned in the operative treatment of cancer. We all realized 
that there was some factor other than the technic and skill of the surgeon which 
determined whether an operation was to be successful as a permanent cure, and 
upon which also depended the time at which recurrence would take place. For 
this reason none of us, as far as the surgery of cancer was concerned, ever had 
the temerity to make a prognosis as to cure, or to predict the time of recur- 
rence. This, factor we know nothing about. Call it immunity, resistance, or 
what you udll, but until we do know what that factor is we cannot determine the 
practical value and the dose of radium for a given ease. On account of this 
unlmown factor radium as a cure for cancer of the cervix shares the same un- 
certainty as its treatment by surgery. 

I would be glad to have Dr. Bailey express his opinion as to the smaller 
amounts of radium, compared with the amounts available in his own and other 
institutions. 

DE. WILLIAM P. HEALY, New Y"ork City.— In 1921, when Dr. Bailey went 
to the Department of Obstetrics at Cornell, and I was asked to succeed him 
at the Memorial Hospital and to take over the work in gynecology, I was sure 
I had a fairly good knowledge of cancer of the cervix because I had been asso- 
ciated with Dr. Howard C. Taylor at the Eoosevelt for twelve . years, and also 
had my own service at Fordliam Hospital. Yet when I went to the Memorial 
Hospital I discovered very promptly we had been greatly restricted on those 
services in our efforts to take care of cancer of the cervix. I found that at the 
Memorial Hospital we were taking care of cases I had never before appreciated 
could have the lesion treated to advantage by any physical agent. 

In 1921 there were eighty-five primary advanced cases of cancer of the cervix 
totally beyond the possibility of surgery, and of those cases there are thirty-one 
alive today, and twelve absolutely free from any evidence of cancer. 

Last Wednesday, a week ago, there came to my clinic a woman thirty-five years 
of age, who applied for treatment in July, 1921. She was a graduate nurse, yet 
when she applied for treatment the disease had completely invaded the cervix, 
so that it was like a horse collar with a solid ring, with the base of each broad 
ligament solid, and the uterus firmly fixed. She came in a week ago today with 
no local evidence of disease in her pelvis, apparently in perfect health and with 
no si-mptoms of any kind. Wlien we asked her to return in September for the 
next examination, she asked that it be put over until October because she was 
going to attend a convention some place in the western section of the country. 
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She is one of the Uvclvc cases entirely free from disease. Tlicso are the primary 
advanced cases. 

DR. BAILEY (closing ). — 1 was much interested in what Professor Prankl 
said in regard to the maturity of tlic cells. AYc have hased our work upon the 
morphologj- of the cell, but in a somewhat diiTcrent way. The squamous cell 
carcinoma is a resistant tumor, but, on the other hand, it is a tumor wliich tends 
to bo very sharply localized and therefore, our results are better from that paitic- 
nlar typo than from any other. The columnar cell carcinoma, or the one which 
appears like adenocarcinoma, is easily affected by radium. The trouble is that 
it may extend far beyond any point where one may judge it to be. It is a 
rapidly spreading tumor and goes outside the bounds where you can give a satis- 
factory dosage. A third kind is the basal cell tumor, which is easily affected, 
but is not common in this location. 

In regard to Dr. Gcllhoni's question, I believe that a man with a small amount 
of radium has no business attempting to treat these operable cases with radium 
alone. It should be used in conjunction with operation. I feel certain on that 
point. In regard to TCcuTTcnces in those areas that arc far out in the pelvis, the 
paravaginal incision suggested by Dr. Gcllhorn is interesting. 

There is another point I wish to speak of, because it is so seldom referred 
to, and Dr. King brought it out. There is no way of telling what tlic reaction 
is going to be. Individuals have a diltcrcnt typo of immunity against cancer 
and the cells have a different virility, and besides that, there is a general blood 
reaction to the irradiation in some cases that docs not occur in others. There is 
a limiting of the tumor growth by a dense infiltration of plasma cells and leukocytes. 

DR. CURTIS. — How about the treatment of carcinoma of the fundus? 

DR. BAILEY. — Carcinoma of the fundus should be operated on in conjunction 
n*ith the use of radium. It should have, first of all, a heavy sterilizing dose 
of radium, and then the uterus should bo removed. 


Db. Pbed J. Taussig, St. Louis, Mo., read a paper entitled Contribu- 
tions to the Pathology of Vulvar Disease. (For original article, 
see p. 407.) 

DISCUSSION 

DR. OSKAR PRANKL, Vienna, Austuia (by invitation).— I ivisli to add only 
a few words to the excellent paper of Dr. Taussig. AVe must feel very grateful 
to Mm for having pointed out the fact that kraurosis is not a disease, but only 
a symptom. It docs not offer a sharply defined pathologic picture, and that is 
the reason why I contradicted Veit wlio took the stand that kraurosis vulvae is 
a place in which a carcinoma will develop. AVe must not make the mistake and 
confound kraurosis vulvae with leukoplakia, and I think Dr. Taussig is right, 
when he says that carcinoma originates on the basis of a leukoplakia. 

I cannot agree with the essayist as to the word “prcennccrous.” I think 
we would better eliminate the word procancerous or precarcinomatous from our 
medical terminology. There does not exist in my judgment a precarcinomatous 
condition. AVe either have a carcinoma or no carcinoma. Precarcinomatous is a 
word without a real meaning. AVe can say that the leukoplakia vulvae is the 
place of predilection for the development of cancer. The word prccareinomatous 
unavoidably has led to many operations that are not indicated. I believe wo should 
drop this term from our medical terminology. 
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DE. WILLIAM P. HEALY, New York City. — At the Memorial Hospital, New 
York City, we see a fair numher of cases of leukoplakia of the vulva, and we 
have treated some of them with electrocoagulation, with reasonably good results 
so far as clearing up the lesions is concerned. Tliis method of treatment has 
only been used for a short time on several of these cases, so that we do not 
know how permanent the result is going to be, but the immediate result has been 
the replacing of the leukoplakic area with normal skin subsequently. 

As a part of the contribution to the pathology of ^^ilvar diseases, I want to 
draw attention briefly to a ease of estheomene under my supervision which I pub- 
lished early last fall in the American Journal op Obstetrics and Gynecology. 
It was an unusual case in which we finally concluded that the etiologic agent in 
maintaining the lesion was evidently a proteus organism, because we finally cured 
this young woman by the use of proteus vaccine. 

DE. TAUSSIG (closing). — ^With reference to the use of the word precaneerous, 
I spoke of “so-called” precaneerous lesions. We should have some term for those 
lesions, favorable soil, on which cancer tends to develop, and if some one can 
suggest a better name for these lesions I would be glad to use it. Leukoplakic 
Vulvitis is followed in fifty per cent of the cases by cancer. This soil predis- 
poses to cancer and some term should be adopted to designate that kind of lesion. 

As to the treatment of these cases, I feel anything in the way of cauterization 
or radium produces but temporary effect. I have tried radium in a number 
of cases with only a short period of relief. The x-ray likewise gives temporary 
results. Excision, on the other hand, gives satisfactory results. The percentage 
of recurrences after excision would not run over twenty per cent. The entire 
figure-of-eight involvement aroimd the vaginal orifice and around the anus, with 
the perianal tissue as well as the perivulvar must be removed in order to pre- 
vent such recurrences. 


Dr. John Osborn Polak, Brooklyn, N. T., read a paper entitled Fur- 
ther Study of the Retained and Adherent Placenta, an abstract of 
which follows: 

Placenta accreta is a pathological entity and must not be confused with re- 
tention or adhesion of the placenta. In accreta the placenta is directly attached 
to the underlying muscle structures — no serotina can be demonstrated, neither 
can any line of cleavage be found. The placental tissue erodes itself into the 
underlying muscle and makes one continuous mass with the uterine wall. Such 
cases are of extreme rarity; only one instance of placenta accreta was observed 
in the study of six thousand deliveries in the obstetric service at the Long 
Island College Hospital. Three other cases have been seen by the writer in thirty 
years of consultation practice; of these only one recovered, the others died of 
hemorrhage, sepsis and perforation of the uterine’ wall which resulted from at- 
tempts at manual removal. 

In placenta accreta, as there is no serotina, there is consequently no lino of 
cleavage, hence wlien manual removal is attempted the placenta is removed piece- 
meal and with it portions of the uterine wall. This opens the uterine sinuses 
and subjects the patient to the dangers of excessive blood loss, perforation and 
sepsis. Its etiology, according to Frankl and confirmed by histological studies 
in our cases, is due to conditions which produce an absence of the endometrium. 
These are previous manual removal of the placenta, repeated curettage, uterine 
scars, fibromyomata and atrophy of the endometrium. Three of our cases had 
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tad preTioiis manaal xetnovals and one had been curetted three times just prior 
to becoming pregnant. Absence or atrophy of the endometrium permits the ovum 
to implant itself upon a basal membrane and erode itself into tho muscular rrall 
■which is unprotected against the erosive action of the villi by tho absence of 
a well defined decidua. The result is a truly adherent placenta invading, and 
intimately attached to, the uterine muscle with no lino of cleavage. 

The symptom complex is a placenta which fails to separate with the classical 
signs of separation: i.o., rise of the fundus, descent of tho cord and vaginal bleed- 
ing. The uterus does not bleed in placenta accrcta because the placental site 
remains completely covered with the attached placenta and no sinuses arc torn 
open. Retraction occurs, except at tho placental site, hence tho shape of tho 
uterus is usually asj'metrieal, one cornu being more prominent than the other. 
Adhesion may be presumed if the placenta is retained for over two hours after 
the delivery of the fetus, in the absence of the classical signs of separation. 

Under such conditions, having conducted the placental stage on proper lines: 
i.e., avoiding fundal manipulation and attempts at forceful expression by Credd, 
in tho absence of tho signs of separation the writer suggests that under most 
careful surgical asepsis, tho uterus be explored with the sterile gloved hand, and 
if no line of cleavage can be demonstrated, attempts at manual removal be dis- 
continued. 

Two plans of treatment may now bo instituted: (1) After aseptic prepara- 
tion of the approaches, the cord may be tied and cut flush with the cervix and 
the interior of the uterus firmly packed with washed iodoform gauze. Tliis will 
occasionally stimulate contractions and if the adhesion is incomplete cause separa- 
tion in the course of forty-eight hours. If the placenta does not separate and 
deliver itself on the withdrawal of the gauze, further intravaginal procedures 
should be discontinued. (2) Abdominal hysterotomy offers a clo.an field for at- 
tempts at separation, and if no line of cleavage can be demonstrated on uterine 
incision, hysterectomy should be tho method of choice. 

DISCUSSION 

DR. BARTON COOKE HIRST, PiuIjADelpiiia. — There arc two points, it seems 
to me, that might be discussed in Dr, Polnk’s interesting and instructive paper. 
First, the incidence of placenta accrcta. In upwards of 40,000 cases seen in 
my private and hospital service, I have only seen one case of true placenta 
accreta, so that it might be loss frequently encountered than Dr. Polak’s statistics 
would lead us to suppose. 

The other point is with reference to the necessity of doing hysterectomy. My 
experience in the single case we have had would indicate that it is not alwa3’s 
absolutely necessary. It took four or five days to get rid of tho fragments 
of placenta, but eventually it was accomplished, and the patient ultimately made 
a perfect recovery. 

I recaU a case like the picture Dr. Polak showed of fibroid tumor of the 
uterus complicating pregnane}^ When I saw the woman some four or five daj'S 
after delivery, the separation and removal of the placenta had been accom- 
plished, but there was then infection and necrosis of the tumor and I was obli"-ed 
to resort to hysterectomy. The patient recovered. I sliould hesitate to subscribe 
unconditionally to the doctrine that every case of placenta accreta should be 
treated by hysterectomy. No doubt it is the treatment giving tho best' average 
results in the hands of a specialist, but it might be unfortunate to have the pro- 
fession get the impression that a case of adherent placenta, difficult to extract 
should be dealt with by a major operation. ’ 
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DB. WILLIAM E. ST U HDIEOED, New Toek City. — ^In reviewing tlie cases 
that have been under my charge at the Sloane in the past four years, we have 
had no case of tliis Mnd, barring one that possibly might be considered in this 
class, a case in wliich I feel there is very little to be gained so far as the 
management of it was concerned. The patient was a woman who had been 
subjected to a series of curettages, I tliink four or five, in the preceding five or 
six years, and who was admitted to the hospital at about the sixth month of her 
pregnancy with a premature labor, and was seen only by one of the internes. A 
macerated fetus was delivered, and the woman was sent back to the ward with no 
note as to the condition of the placenta. She was in the ward for about ten 
days, with very little bleeding from the uterus, and there was nothing abnormal 
as far as temperature was concerned. She was discharged at her own request, 
and reported at the clinic some six weeks later with hemorrhage. She said she 
had more or less constant dribbling of blood, and in reviewing the history of 
the case the question of malignancy of the body of the uterus came up. The 
uterus was enlarged. Under an anesthetic an exploratory curettage was made, 
and a mass of tissue removed which to the eye appeared to be malignant. An 
immediate hysterectomy was done, and to our surprise we found, instead of 
malignancy, placenta with the usual granulation tissue of the wall of the uterus. 
She had carried it for a period of six weeks, with no temperature, no infection, 
and the placenta had invaded the uterine wall. I can readily see that a case 
of this kind by manual manipulation, unless it was done under the most careful 
precautions, would lead to a very high mortality following sepsis, or any attempt 
to remove all the particles of placenta would cause perforation of the uterus. 

I feel the condition must be one of extreme rarity, and as to the question of 
hysterectomy I quite agree with Dr. Hirst that it would depend a good deal on 
conditions under which the cases were managed. Alter attempts at manipulation 
had been made under unfavorable conditions, then the question of surgical treat- 
ment or a radical operation would be the only thing to consider. On the other 
hand, if the case is carefully managed from the start, it is quite possible the 
uterus might be preserved. 

The question of etiology, to me, is the one of repeated curettage. It reverts 
back to the old subject which was discussed many times, the objection to curet- 
ting every uterus for slight bleeding. Practitioners will curette and curette these 
cases so thoroughly that the endometrium is practically destroyed, and the uterus 
is no longer a suitable organ for future pregnancy. 

DR. OSKAR PBANKL, Vienna, Austria (by invitation). — For a long time 
I have been greatly interested in the subject which Dr. Polak has brought be- 
fore us. I distinguish very sharply between pseudoplacenta accreta and real accreta. 
"Wliat we call placental adhesion has nothing to do with placenta accreta. I am 
absolutely sure that if a placenta five or six or seven days after delivery separates 
by manipulation, it was not an accreta. When we have a real placenta accreta, 
its separation is absolutely impossible. In the immense material which passes 
everj- year under my eyes I recall but six cases of true placenta accreta, in 
which the organ was united with the uterine wall without the interposition of a 
decidua. I have here one slide which corresponds to the picture shown in my 
book on Gynecologic Pathology published in 1914 . The villi are so intimately 
united with the uterine muscle that you can follow them for half a centimeter 
undcmcath the inner surface of the uterine wall. 

How can wo detach this placenta? Twice I have made postmortem examina- 
tion on such cases and had the specimens before me on the table. It seemed 
that one should be able to force the placenta from the uterine wall, but it was 
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absolutely impossible. I found that I was tearing out pkces of the uterine 
wall. I know of a case, which occurred outside of our clinic, where a doctor 
tried to separate such a placenta and in so doing pulled off part of the uterine 
muscle. Dr. Polak correctly spoke of an anatomical placenta accreta in which 
a decidua does not exist. 

With regard to the etiology, repeated curettage plays an important role, and so 
does submucous myoma. I saw cases of placenta accreta after a severe endometritis, 
but such cases are very rare, because with an endometritis of this sort pregnancy 
is not probable. In one case which I studied the entire mucous membrane was 
destroyed and the ovum was implanted directly in the uterine wall. 

In a case of septate uterus, sometimes the implantation of the ovum on the 
septum leads to placenta accreta, because the septum often has an underdeveloped 
mucous membrane without glands, therefore no decidua forms. Where the decidua 
is absent, separation of the placenta is impossible. I have reported similar occur- 
rences in instances of uterus bicornis, leading to placenta accreta when the mucous 
membrane of one horn was underdeveloped. 

In tlie case of a total placenta accreta bleeding is impossible. I have seen 
five such eases. As a rule, in nine eases out of ten, the placenta is implanted 
without any decidua. In one case I recall the placenta was at least partially 
implanted on a decidua. I am able to show you the slide of such a case. It is 
from a myomatous uterus. The patient had a submucous myoma recognized be- 
fore pregnancy. We advised operation, but she refused. She became pregnant, 
and was first seen in the third month of pregnancy. I again urged operation 
because we were convinced she had a submucous myoma; she finally consented. 
With the sole exception of submucous myomas we are conservative in the treat- 
ment of cases of myoma complicating pregnancy. You can see in this slide that 
she would have had a placenta accreta. We have seen in the clinic three or four 
such cases. I thoroughly agree with Dr. Polak that in cases of anatomical placenta 
accreta the indication is definite for extirpation of the uterus. In this slide you see 
that almost the entire placenta is directly attached to the uterine wall without 
decidua; only one part, about two centimeters, showing the interposition of a’ 
decidua between placenta and uterine muscle. 

DB. CAEEY CULBEBTSON, Chicago, III. — ^Dr. Polak has made the point that 
placenta accreta is a pathological entity, and this may be accepted without much 
question. Poor decidual formation is a factor in its development, in all probability. 
In his particular case the presence of a submucous fibroid explains why the mucosa 
was atrophic, and hence why the decidua had poor material out of which to de- 
velop. We should not, however, look for placenta accreta in pregnancy at term 
only, but also in early pregnancy. I am satisfied that it is a factor in some 
abortions. 

I have two uteri, both of which were removed years ago for uterine hemorrhage, 
before radium became the accepted treatment for metrorrhagia. I removed one 
of these organs mj-self, and the other was removed by a friend of mine, and 
in neither wise had pregnancy been, suspected. Chorionic villi and cells of the 
trophoblast were found penetrating into the muscularis. The question comes up 
whether in such cases, in which the diagnosis is properly abortion due to placenta 
accreta, the treatment should be hj-stereetomy instead of simple curettement; and 
further, whether such a case would be suitable for treatment by radium rather 
than by hysterectomy or curettement. 

DB. HENRY T. BYPORD, Chicago, III.— I would like to ask if in these cases 
there IS any immediate danger of hemorrhage or of sepsis if nothing is done. 
I wonder whether it can be determined immediately, and whether in such a case 
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it is safe to wait a day or two, make another trial and see whether it is really 
such a case, before resorting to the extreme measure of hysterectomy. 

DE. EDWAED A. SCHUMANN, Philadelphia, Pennsylvania. — should like 
to ask Dr. Polak whether he has any information which would lead him to be- 
lieve that if a placenta accreta were allowed to remain in situ indefinitely, it would 
separate by necrosis, followed by absorption. 

DE. PEED L. ADAIE, Minneapolis, Minn. — would like to ask Dr. Polak 
how he diiferentiates clinically between placenta accreta and certain types of 
placenta which cannot be accreta, but which have to be removed piecemeal. 

DE. POLAK (closing). — In answer to Dr. Schumann’s question, I will say 
that there are photographs in the exliibit of a case from our clinic, operated on 
by my associate Dr. Jewett, of an abdominal pregnancy with the placenta im- 
planted upon the peritoneal surface of the rectum and posterior uterine wall. 
This case illustrates the manner in which a placenta becomes attached to the 
underlying structures in the absence of a protective decidua. This patient was 
operated upon over a year ago, and because of diffuse attachment, and the absence 
of any line of cleavage, it was left in situ. Dr. Jewett and I examined tliis 
woman two or three days ago and the placenta can be found as an insensitive 
mass in the culdesac, about one-third its original size, still attached to the rectum 
and the uterus. It is being aseptically absorbed. The same thing might obtain 
in a uterus, were its interior not subjected to the migration of bacteria, but 
aseptic absorption and organization cannot take place in the presence of saprophytic 
organisms. 

In reply to Dr. Byford’s question, I would say that we have left the placenta 
in the uterus as long as five days in order to have it separate, and have seen 
such a placenta delivered spontaneously. Wliat we have tried to bring out in 
this paper is, that placenta accreta is a different pathological entity from adliesive 
placenta. In accreta the placental tissue invades and destroys the uterine muscle 
wall. If you will look at the sections, you will note that the placental villi have 
grown in between the fibers of uterine muscle, and have penetrated almost to 
the peritoneal covering. One section, directly opposite the implantation of the 
cord shows the peritoneum as the only part of the uterine wall that is left intact. 
If that is so, there is nothing that can be done except hysterectomy, for attempts 
at separation mean perforation of the uterus. Wliether our figure of incidence 
is wrong or not, I do not know. We simply reviewed the cases five years back 
and picked out the manual removals. Of these there were eight, and from among 
this number there was one case of placenta accreta. 

The main point, it seems to me, between Dr. Hirst and Dr. Studdiford and 
myself is that we are talking about different pathologic conditions. Adhesive 
placenta is not a placenta accreta. Dr. Studdiford ’s case is illustrative of the 
latter condition. 

Dr. Adair asked how to differentiate placenta accreta and other types of placenta 
wliicb have to be removed in pieces. I do not know. What we have tried to 
do, and what we suggest is, that if the placenta is retained for more than two 
hours without bleeding then we explore the interior of the uterus, and if there is no 
line of demonstrable cleavage, get out. We can wait if we want to for the 
placenta to separate, but how long to wait I do not know. I have waited five days. 
If we cannot get it out without pulling it off and pulling pieces of the uterine wall 
with it, it is better to remove the uterus. I do not know how to make the dif- 
ferentiation clinically, but I would like some of you to tell me. 
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Collective Review 


Some Forgotten. Nativities 
By Alvreq Ela, Boston, Mass. 

T he kinship of obstetrics to religion is much closer than is generally 
recognized, and is manifested in most cnrions -ways,®* 
although in recent centuries frequently concealed. A cross-section 
of Christianity, including the first century to the twentieth, udll re- 
veal much not patent to the superficial observer, a few instances of 
which are as follows: 

I. The earliest extant hymnbook^^ of the Church was lately dis- 
covered, and the publication of this once almost canonical book has 
^cited the keenest interest in theological circles, especially in Roman 
Catholic ones, as to its nineteenth Ode, with its “impossibly early” 
details of the Virgin birth. A certain “retranslation into the original 
Hebrew is a monument of misdirected learning, there being little 
doubt that the Odes’ language was Syriac, and that they were writ- 
ten at i^tioeh about 90 A.D. This most important Ode (the nine- 
teenth) is still a puzzle, and my attempted solution® is still in manu- 
script for reasons stated in postscript hereto. The upshot of my 
manuscript (so far as pertinent) is that the Father actively assisted 
as foreshadowed m the Obstetrical®.®^ Psalms of David) the pain- 

X I f ^ its own volition and 

after a protracted pregnancy then universally believed to be a con- 
comitant of divine paternity. 

possible theologic connection between North Syria and Egypt 
is a matter of keen controversy,^® and is here noted merely as S- 
haps a bead on the chain running through this article. ^ ^ 

U. Jesus prolonged gestation was also believed in by the Sabneau 
Christians of Arab a (Pelix^®) This snuthprr, i ^^^aean 

were evidently taken bv fiio of these Christians 

d„™g theirtt 

Clu4iSftCe!Tfe “inf 

very existence was forgotten in "Wpsw the earliest, but whose 

They preserve the oSreSf,ri,“cr& 

and „„„et.tute one of .the tnost conseS^lfofSnkinTS 
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cordingly, Christianity doubtless changed them hut little from their 
ancient beliefs,”-- and a detailed comparison of the iconographj’- of 
Isis®® -with that of the Blessed Virgin would be most interesting and 
valuable. A single citation^ of a Nativity on an early fresco in a 
chapel of the Virgin must here suffice. On a bed (according to a tra- 
dition differing from our accepted one, but which has also survived 
in out-of-the-way Western Christianity) reclines the Blessed Virgin, 
with the midwife sitting expectant; the Child is not yet in evidence. 

IV. Spain was finally reached bj^ the Moslem invaders in two par- 
ties centering roughly around Cordova and around Seville.®' The 
Moslem rule in Spain has, until recently, been treated from the North, 
and thus the fundamental differences betAveen the tivo parties haA>-e 
been overlooked. The Seville section was that of the Arabs from 
Yemen, who evidently brought many Christians, Sabaeans and Copts. 
These found congenial fellows among the Spanish Christians around 
Seidlle (who apparently had long been under Egj-^ptian influence), 
and these branches of Christians seem to haA-^e assimilated, and to 
haAm (under the name of Mozarabs) acquiesced in, and flourished 
under, the Arab rule. Thus they preserved many rites and doctrines 
unknoAvn except so far as they haA-^e spread to the rest of the Latin 
Church. As one instance (among many aAmilable if my notes were 
accessible) that sundry phases here presented are not noA'el, we may 
refer to a rite still practiced in a political and ecclesiastical colony 
of SeAulle. 

V. The Canary Islands were in 1344 given OA^er bj'^ Pope Clement 

to Don Luis de la Cerda, a grandson of Alfonso I, “Aidth the title of 
prince, and instructions to conquer and Christianize them.”®® But 
Don Luis did not go to the Canaries and it Aims not until the begin- 
ning of the fifteenth century that Franciscans from SeAulle began the 
evangelization of the Islands.®® Wlij-- and how St. Francis himself 
was interested in the NatiAdty Ave cannot go into here,® but ^Ye shall 
proceed at once to the latest mass on Christmas Eve in a great church 
at Teneriffe, mentioned by a medical scientist®’’ and more fully de- 
scribed by him in a Avork®® croAvned by the Fi’ench Academy, of 
AAffiich the folloAving excerpt is a literal translation: “Suffice it to 
say that in one of the principal churches of the island (Teneriffe) on 
Christmas Das’- a richlj'- adorned Virgin of Avood is placed on the 
altar. At midnight a priest approaches, opens tAA’^o doors hinged into 
the abdomen of the statue, and then, to the great Jos’- of those pres- 
ent, takes out a beautiful pink babe.” This rite, noAv perhaps unique 
AAuthin the Roman obedience, seems to haA’e surA’iA'-ed purely because 
it AA’as on remote islands and thus OAmrlooked in the unifying influ- 
ence of Roman rule. We shall see that it appears foi’merlj’’ to haA-e 
been AA’idespread and, at any rate, it fits in AA’^ith a rite still practiced 
in the Cathedral city, to Avit: 

VI. SeAulle’s “Misa del Gallo” has outliA’-ed much opposition and 
excites the AA’onder of Catholic A’^isitors. Immediately upon the stroke 
of midnight, as if continuing the action of the Teneriffe rite, the offi- 
ciating priest takes from the altar an image of the Holy Babe, and 
sits with it on his knee.®^ This is the identical attitude of Isis Avith 
her babe Horns.®® 

VII. Teneriffe ’s rite may explain Avhat has long been a puzzle 
to medical antiquarians and others, to Avit: the “vierges oii- 
vrantes”^’ -• found in man}-- of the older churches in parts of 
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lYance -wliere formerly tlie cult of Isis was prevalent. These mages 
of the Virgin have hinged doors in the abdomen, which, when opened, 
disclose within an image of the Child, _ or even of the Trinity. 
These are so repugnant to the present feeling of the Church that they 
genez’allj^ are opened reluctantly — or eA^en this is made impossible by 
iron hands rivetted by episcopal order. That the cult of Isis was 
deeply rooted in Gaul during the early part of our era has been a 
commonplace of history for years, and has lately received some as- 
tonishing support.^®* . 

VTII. One therefore cannot be surprised at this possible resolution 
of the age-long riddle left us by Firmicus Maternus (about 350 A.D.), 
viz.: “In the sacred rites of Isis a log is cut from a p ne tree. The 
central portion of this log is carefully excavated, and within it is 
buried an image of Osiris made of seeds. Thus we are brought 
back to the foot of the statue, of Isis, and the fit sjunbol of the serpent 
with its tail in its mouth. 


POSTSCRIPT 

The above is but a fragment of what I had in mind when glaucoma 
overtook me. Remembering but little of my material (which was in 
notes then before me), I have been forced to rely on what remains 
from that little. At the outset of my bl’iidness I made a grim joke 
(later corroborated by curious coincidences), to wit; “I have tried 
to lift the veil of Isis, but she has forestalled me by casting her veil 
over me.” Accordingly, I must offer tlie above chain with most of 
its beads lost and those remaining much dimmed. 


PP 
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1891, p. 313: “II me suffira de dire que, dans uue des principales eglises de 
P ile, (Teneriife), le jour de Noel, on place sur un autel une Vierge de bois, riche- 
ment paree. A minuit, un pretre s’approclie, ouvre deux portes menagees dans le 
ventre de la statue et en retire, a la grande joiee des assistants, un joli b4b6 rose.” 
(29) Whisliaw, B. and E.; Arabic Spain, 1912, passim. (30) Wliisliaw, Mrs. B.: 
My Spanish Year, 1914, pp. 213, 214. (31) Ibid, 178-182, esp. 181-182. (32) 

In this place I can only suggest that our accepted Hebrew text is the result of 
severe excisions by generations of ancient Hebrew editors, and that this text has 
in turn been much mollified in our English translation. (33) What is here meant 
by “pine”, “Osiris” and “seeds” we need not here discuss. 


Selected Abstracts 


Infection of Internal Genitalia 

Salomon and Rath: The Origin of the Gtenital Flora. Part I. The Origin of the 

Intestinal Bacteria. Zeitschrift fiir GeburtshiLfe und Gyniikologie, 1922, Ixxv, 

141. 

As a preliminary to the study of leucorrhea, the authors determined first to 
make a study of the origin of the normal %'aginal flora in the newborn child. 
They, therefore, studied simultaneously the first invaders of the vulva, vagina, 
mouth, rectum and skin, as well as the bacterial content of the birth tract of the 
mother and of her breasts during labor and the puerperiuni. In the larger propor- 
tion of cases, contents and wall of the rectum were sterile at birth, yet organisms 
invariably appeared within a few hours, far too soon for a descending invasion 
from the mouth. Cases delivered by cesarean section showed a later invasion 
than those delivered by the natural passages, while cases long in labor with rup- 
tured membranes often showed earlier invasion. Of great influence upon the 
I'ectal flora were the passage of fecal material by the mother during labor, the 
bacterial content of the mother’s vagina, the clothing and the bath of the new- 
born, the hands of the attendants, the air and the contents of the room. The 
regularity with which the first organisms appeared was of importance not for the 
intestinal flora alone, but also for the vaginal flora, as the authors showed in 
later papers. Margaret Schulze. 

Salomon, R.: The Origin of the Genital Flora. Fart 2. The Origin of the Mouth 

Organisms. Zeitschrift fur Geburtshilfe und Gyniikologie, 1922, Ixxxv, 30G. 

The origin of the flora of the child’s mouth is in great degree dependent upon 
the flora of the mother’s vagina, upon the organisms on the mother’s breasts, in 
lesser degree upon the bath water, the hands of attendants and of the mother, the 
clothing, rubber nipples, etc., and finally upon the surrounding air. 

Of great importance for the mouth vegetation is the nature and length of the 
labor, the time of rupture of the membranes, the number of internal examinations, 
operative interventions, the nature of the puerperium, as well as the state of 
health of the child. 

In the first twenty-four hours, twelve different microorganisms could be culti- 
vated; in the first ten days, twenty-one varieties. The gram positive cocci (micro- 
cocci, streptococci, staphylococci and gram positive diplococci) predominate, par- 
ticularly in the first few days over the gram positive rods (vaginal bacilli and the 
like). In the folloiving days, the latter increase in number, but never reach the 
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numbers of tbe gram positive cQccal forms. The relations are here; therefore, 
just the reverse of those in the rectum. The bacterium coli is not, as is generally 
accepted, a rare mouth organism in the newborn. Streptococci and staphylococci 
show all the characteristics of virulence without giving^rise to clinical manifesta- 
tions. Their hemolytic properties are of no significance, i 

Since the possibilities of an invasion with organisms and infection of the mouth 
and gastrointestinal tract are so great, the problem of a rational care of the new- 
born is that of keeping away all possible pathogenic organisms, and thus limiting 
the bacterial invasion to those which arc known to bo harmless. 

Margaret Scheme. 

Salomon, E.: The Origin of the Genital Tloxa. Part 3. The Origin of the Vulvar 

Organisms. Zeitschrift fiir Geburtshilfe nnd Gynakologie, 1923, Ixxxv, 554. 

In most cases, the vulvae of children were found to be free of organisms im- 
mediately after birth, but after from five to seven or eight hours, the first organ- 
isms appeared to increase progressively in numbers. After ten hours, 28 per cent 
of all vulvae (compared to 57 per cent of rectum or mouth) were inliabited by 
organisms, after twenty-four hours 79 per cent of the vulvae as compared with 
89 per cent of the rectum, and 95 per cent of the mouth. After the second day, 
organisms were to be found on all. 

In the first twenty-four hours, fourteen; in the course of the next ten days, 
twenty-three different organisms could be identified. The vulvar flora shows 
no such constancy as the rectal flora. After the third day, rods- and cocci were 
found in about equal numbers. The type of vulvar organisms is dependent on 
many circumstances. The bath is of less importance than is generally considered. 
Children delivered by cesarean section show vulvar organisms later than those 
delivered by the natural passages, and they differ quantitatively and qualitatively 
from the latter. On the second day, there appears a "transitional catarrh” of 
the vulva depending upon bacterial invasion, such as has been described for the 
rectum. 

The type of vulvar bacteria depends upon the rectal and mouth flora of the 
child, the vaginal organisms of the mother during labor, the typo of labor (breech 
presentations, etc.), operative interference, the time of rupture of the membranes, 
the number of internal examinations, the condition of the mother during preg- 
nancy, and in the puerperium, the time the child is first put to breast and its con- 
dition, as well as the asepsis in its care. A knowledge of the vulvar flora is im- 
portant for an understanding of the vaginal types, since no organism can be found 
in the vagina which has not passed the vulva. Margaret Schulze. 


Sternberg: A Contribution to the Nature of the Saprophytes of the Female Geni- 
tal Canal. Zeitschrift fur Geburtshilfe und Gynakologie, 1921, ixxxiv, 447. 

The author’s experiments were conducted upon nonpregnant gynecologic pa- 
tients who did not have leucorrhea or any inflammatory lesion of the lower genital 
tract. Agglutination tests with the patient's serum were made against the strep- 
tococci or staphylococci which were first isolated in pure culture from the pa- 
tient ’s secretions. A high agglutination titre was accepted as evidence of poten- 
tial pathogenicity of an organism, as the body does not develop agglutinins 
against saprophytes. It was found that vaginal organisms which were not giving 
rise to clinical symptoms nevertheless might have virulent characteristics, since 
they formed agglutinins in high titre. In most cases the streptococci developed 
ore antibodies than the staphyloeoeci. It was found incidentally that hemol;^ic 
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properties are no indication of the virulence or lack of virulence of a strepto- 
coccus. It has long been known that the vagina is self disinfecting. It soon rids 
itself of foreign bacteria. This ability has been ascribed in part to the acid 
reaction of the vaginal secretion, in part to leucocytic action, and in part to over- 
growth of the foreign organism by the normal vagina flora. The author believes 
that this self-disinfecting power is of little value in keeping streptococci and 
staphylococci harmless, but that this is done rather by the general resistance of 
the body. For in.stance, as a result of the reduction of the general bodily resist- 
ance by an operation for cervical carcinoma, seemingly harmless streptococci fre- 
quently lead to peritonitis and death. The author believes, therefore, that the 
term saprophyte for these vaginal organisms is misleading, since they live harm- 
less as saprophytes only so long as the general bodily resistance balances them, 
and may quickly become parasites if any factor lowers the protective powers of 
the organism and these are not developed, or are developed insufficiently or too 
slowly. MargjVret Schulze. 

Bigler, W.; The Origin and Treatment of Vaginal Discharge. Sehweizerische 

Medizinische Wochenschrift, 1922, lii, 1193. 

The usual vaginal discharge is caused by specific and infectious organisms such 
as: gonorrheal, septic, tuberculous, diphtheritic. Tumor growth or other disturb- 
ances of the inner genitalia, even pregnancy may also cause a discharge. Beside 
these causes the discharge may be from a nonspecific cause or from other flora 
not commonly encountered in the vagina. There are three main classes: the 
vaginal bacillus of Doderlein with a few leucocytes, lymphocytes and squamous 
epithelium in the discharge; the second type a gram positive diplococcus and vag- 
inal staphylococcus causing a whitish acid discharge; and the third type, a gram 
positive or negative coccus in short or long chains, sometimes of tetragenous 
form, different type of sareinae, pseudodiphtheria and sacoharomyces, fusiform 
bacilli and even trichonomatous type. The discharge is of yellowish color and 
may be either acid or alkaline. 

The treatment consists in attempting to discover the underljdng cause; if it be 
constitutional, treatment from that standpoint. Some vaginal discharges are due 
to psychic or neurotic disturbances. Local treatment in the way of douches and 
tampons may bring about a relief, but long continued treatment of this sort is 
unsatisfactory. A. C. WHjLlvmson. 

Curtis: Bacteriology and Pathology of Pallopian Tubes Removed at Operation. 

Surgery, Gynecology and Obstetrics, 1921, xxxiii, 621. 

Curtis subjected fallopian tubes removed from three hundred patients to a 
careful and systematic study. Not only were the tubes examined histologically, 
but, in one hundred and ninety-two of the cases, all material not needed for sec- 
tioning was ground up and incubated with suitable culture media. Growths were 
obtained in thirty-eight cases; of these thirty-three showed macroscopic, and the 
other five showed microscopic evidence of active inflammation. In nineteen cases 
the gonococcus was grown, in nine, various forms of streptococci; the colon bacil- 
lus was found three times, the bacillus proteus once; three showed mixed growth. 

From the clinical history, examination of the external genitalia, and evidence ob- 
tained at operation, together with laboratory findings, it was determined that the 
gonococcus was the offender in 70 per cent of the cases. In a further 10 per cent the 
gonococcus was thought to have been the primary cause. In about 15 per cent, 
the tubal pathology was thought to have been caused by the pus-producing bac- 
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teria. Localized tuberculosis was found in 5 per cent of^ the cases. It was not 
possible to obtain growths of gonococcus in any case winch had been free from 
fever and leucoeytosis for more than ten days or two weehs. Streptococci, how- 
ever, were found jmars after the acute process had subsided. 

Gonococcal infection was usually localized in the tube, while other bacteria, 
which do not have the same tendency to occlude the fimbria, spread to neighbor- 
ing tissues, but produced less damage within the tubal mucosa. From the material 
at hand, Curtis concludes that a single attack of gonorrheal salpingitis is borne 
without protracted clinical symptoms or severe permanent damage, and that 
grossly thickened tubes are usually the result of repeated infections, either from 
without or from the lower genital tract. He also found that the adhesions from 
gonococcal infection are not as firm as those produced by other bacteria. 

Since hemorrhage sometimes occurs in thickened gonorrheal tubes, the diag- 
nosis of tubal gestation should bo made with caution. Unless carefully looked 
for, tuberculous salpingitis is easily overlooked. Since tubes infected with gono- 
cocci are usually sterile, their removal is not so prone to produce postoperative 
infection of the ovaries. Tuberculous or septic tubes of like severity, therefore, 
would call for more radical interference. B. E. WOBDS. 


Curtis, A. H.: Problems Concerning Infections of Cervix, Body of Uterus, and 

Fallopian Tubes. Journal of the American Medical Association, 1923, Ixxx, 161. 

From a thorough study of one hundred and eighteen uteri, Curtis is able to 
show that a chronic infection of the endometriimi rarely exists, therefore, the 
uselessness of the curette. He gives two sources of chronic leucorrhea: (1) the 
urethra, and its surrounding ducts and glands; (2) the cervix. He treats the 
cervix with radium, and has produced a complete recovery in ninety out of one 
hundred and four patients. An investigation of diseased fallopian tubes in a 
series of three hundred cases showed tuberculosis in 5 per cent, streptococcic in- 
fection in 10 per cent, and the gonococcus probably responsible fox the remainder. 
In no case was he able to culture the gonococcus in the tubes two weeks after 
subsidence of fever and leucoeytosis. IV. Kekwin. 


Bums: Chronic Endocervicitis and Its Treatment. Journal of Obstetrics and 
Gynaecology of the British Empire, 1922, xxix, G19. 

Chronic endocervicitis should be considered as a distinct pathological entity 
entirely apart from endometritis. Hiscomfoi'ting vaginal discharges are usually 
due to cervical infection. Cultural examination of chronic infected cervices re- 
vealed the staphylococcus albus, alone or with other organisms, in 6S per cent 
■ the gonococcus in less than i per cent of eases. Tlie entire gland structure is in- 
fected in each case. Ionization affords a method of applying treatment through- 
out the infected area. The author obtained good results by this method except 
where erosion coexisted. Displacements of the uterus and intrapelvie complica- 
tions, such as inflammation of the tubes, contraindicate ionization. Eemoval of 
the lower two-thirds of the cervical canal is advocated for all cases of chronic 
endocervicitis accompanied by erosion. Shutter. 


Hohbs, Eemington: Acute Infections of the Endometrium. British Medical Tonr- 
nal, July 9, 1921, p. 35. 


The author advocates careful but active treatment of endometrial infections 
of whatever character. In cases with gonococcal infection the following, points 
must be carefully observed: AH acute eases must be operated on immediately 
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the structures below the cervix must be carefully cleaned and made aseptic from 
below upwards; no attempt should be made to catch hold of, or pull on, the cervix 
with a volsellum, nor to dilate the cervical canal; and finally, the uterus should 
be rid of any residual fluid after syringing, and a tube left in for drainage. The 
author reports several illustrative cases. 

For cases of puerperal sepsis he believes in intrauterine treatment with drain- 
age of the uterine cavity. He reports illustrative cases. Conclusions are as fol- 
lows: (1) Careful treatment of the endometrium with drainage of the uterine 
cavity lessens the tendency to extension of the inflammation. (2) The uterine 
cavity may be treated time after time with beneficial effect. (3) Inflammatory 
conditions of the adnexa are favorably influenced by appropriate treatment of 
the endometrium. (4) Pain originates very frequently more from inflammation 
of the uterus than from that of the adnexa. (5) Operations for lesions outside 
the uterus except those of the grossest character are not indicated until the endo- 
metrium has been carefullj’- treated. P. L. Adaik. 

Stajano, O.: Diaphragmatic Reaction in Genital Infection. Gynecologic et Ob- 
stetrique, 1922, vi, 44. 

Upper abdominal pain is not infrequent in acute pelvdc diseases. One should 
not conclude from upper abdominal symptoms that the lesion is necessarily located 
in that vicinity. He thinks the diaphragmatic reaction may appear in the fol- 
lowing conditions: gonorrheal pelvic peritonitis; menstrual congestion associated 
with gonorrheal infection; in the early postoperative hours, following liberation 
of numerous adhesions, especially of acute pelvic adhesions; pelvic lymphangitis; 
more often in gonorrheal pehdc infections than in pehdc tuberculosis; during the 
course of peritoneal exudations, but one does not see the reaction in chronic sal- 
pingitis, even in the presence of marked lesions. F. L. Adair. 

Forgue: The Question of Ascending Tuberculous Infection of the Female Genital 
Tract. Paris Medicale, 1922, xii, 50G. 

While tuberculous infection of the female genital tract usually occurs by way 
of the blood stream, or by continuity from the peritoneal cavity, Forgue believes 
that ascending infection does occur at times. In animals it has been found diffi- 
cult to produce such infection by way of the blood stream, while comparatively 
easy by introducing tubercle bacilli into the vagina. 

Keogh has shown that tuberculous endometritis is not as rare as is generally 
supposed, and frequently exists without coexisting infection of the tubes. Forgue 
believms that, even when the entire genital tract is involved, if the lesions are ■ 
more advanced in the lower portions, we may assume that the infection ascended 
from the vagina. He thinks that the infection may ascend by continuity or may 
even be carried upward by the spermatozoa. E. E. Wobus. 

Iiinzenmeier: The Rapidity of Sedimentation of Suspended Red Blood Corpuscles 
as an Aid in Differential Diagnosis in Diseases of the Adnexa. Zentralblatt 
fiir Gynakologie, 1922, xlvi, 535. 

Linzenmeier refers to a former article in the above journal, Ko. 10, 1921, in ^ 
which he had pointed out the importance of the sedimentation test in the diag-/ 
nosis of 30 cases of acute or exacerbated infections of the genitalia. Since then 
Geppert (Berk klin. Wchnschr., 1921, p. 226), has also discussed this aid in diag- 
nosis of purulent infectious processes, and believes that when the sedimentation 
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is slow, it is possible to rule out with great certainty acute and subacute proc- 
esses. Similar satisfaction has been noted by Lbhr who states that all infl.amma- 
tions of whatever nature give a sedimentation which is proportional to the sever- 
ity of the infection, and the extent of the inflammatory processes. He believes that 
the reaction is of great importance in differentiating inflammatory and nonin- 
flammatory bone and joint diseases. AVestergreen (Acta. Med. Scand., 1920, liv), 
claims that the sedimentation reaction is a much more exact measure than tem- 
perature after inoculation with tuberculin. "Sedimentation" is a general reac- 
tion like fever. If then the corpuscles sink quickly it is not positively certain 
that the influence is from any localized area, but slow precipitation, on the other 
hand, allows the elimination of purulent processes anywdiere in the body. When 
done with care, and associated with careful observation of the body as a whole, 
much information is obtained, particularly in genital inflammatory conditions. 

The technic of the test is simple and is described in detail in this article. The 
method has been used in extrauterino pregnancy and pelvic inflammatory disease 
in general, and according to Linzenmeier, sedimentation did not occur in less 
than 40 minutes in any case of extrauterine pregnancy save w-here there had been 
an acute intraabdominal bleeding. Here the results were similar to those in acute 
inflammatory processes. The differential diagnosis between acute peritonitis and 
severe intraabdominal bleeding is best effected by the estimation of hemoglobin. 

With special reference to diseases of the adnexa Linzenmeier brings evidence 
that in general the slower the sedimentation the better the prognosis for opera- 
tion. 

(a) Where sedimentation occurs in 30 minutes or less it is possible to make a 
practically certain diagnosis of inflammation rather than extrauterino pregnancy, 
save in the cases of sudden and acute abdominal bleeding; and (b) in chronic 
cases the slower the sedimentation the greater the probability of tubal pregnancy. 
When the sedimentation time is less than an hour, virulent organisms may still 
be present and operation should, if possible, be postponed, but where it is over 
two hours laparotomy may be undertaken without fear of latent infection. 

LlTTliB. 

Dalchd: Noninflammatory Adnexal Disease. Le Progres Medical, July 30, 1921, 

p. 359. 

Dalche differentiates between a true inflammatory and a purely congestive con- 
dition of the adnexa. In tliis latter condition the most important otiologie 'fac- 
tors are exposure to cold and traumatism, especially if occuring coincident with 
the menstrual period. Sexual excitement, fatigue, hepatic pathology, or enteric 
disorders may also cause tubal congestion. In these conditions, the pain is of a 
paroxysmal nature and often far out of proportion to the apparent pathology. A 
slight but persistent fever may be present. Tliere is little or no peritoneal in- 
volvement and the tubal mass which may sometimes reach the size of a fetal 
head, is freely movable and separate from the uterus. Menstrual disturbances are 
a common complication. 

Under appropriate treatment the condition may clear up entirely, or, on the 
other hand, such sequelae as prolapsed ovary, hydrosalpinx, hematosalpinx, or 
tuboovarian cyst may follow. The treatment advocated by Dalche consists in 
absolute rest in bed, mild catharsis, small hot or tepid douches under low pres- 
sure, hot wet applications to the lower abdomen, and hot baths. Cupping of the 
anterior abdominal wall may he of value, though it should not he practiced if 
there is a chance of a laparotomy being necessary. Antipyrine, potassium bro- 
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mide and laudanum are given as required to relieve pain. During convalescence 
the patient should be instructed to avoid constipatiouj and exposure to cold or 
fatigue. Theodore W. Adams. 

Burgess, A. H.: The Diagnosis of Acute Abdominal Crises. British Medical Jour- 
nal, 1920, No. 3128, p. 877. 

The author divides symptoms into general and local. General symptoms in- 
clude: Shock or collapse, changes in pulse, alterations in temperature, respiration 
changes, and miscellaneous symptoms such as a dry tongue, hiccough, strangury, 
and tenesmus. Local symptoms are divided as follows: (1) Abdominal pain. In 
the early stages this is reflex and not localized to the site of- the trouble; later, 
as a result of the irritation of the parietal peritoneum, the localization is of con- 
siderable value. (2) Cutaneous hyperalgesia. These areas have been worked out 
and described by Mr. David Ligat whose diagrams are reproduced. (3) Localized 
tenderness is always of value. Localized pressure tenderness arises from either 
cutaneous hyperalgesia or localized parietal peritoneal irritation. The general 
abdominal tenderness is of no specific importance unless associated with muscular 
rigidity. (4) Vomiting when early is a reflex phenomenon, but when recurrent 
or persistent is always a serious sign. (5) Muscular rigidity. Differentiation of 
involuntary from voluntary muscular rigidity is important; muscular rigidity due 
to defective respiratory mobility should be eliminated. (6) Meteorism localized 
is not necessarily serious. A steadily progressive distension is ominous. (7) Free 
gas in. peritoneal cavity. Positive loss of liver dullness is of great importance. 
(8) Free fluid in peritoneal cavity. (9) Presence of definite abdominal or pelvic 
swelling. (10) Rectal examination is very important. 

Two fallacies of importance must be kept in mind: The crises of tabes dorsalis, 
and the apparent abdominal crises resulting from intrathoracic disease. The 
author groups his eases into (1) the colics, (2) perforations, (3) hemorrhages, (4) 
inflammations, and (5) obstructions. F. L. Adair. 

Wilson: Pelvic Inflammation. Medical Journal of South Africa, 1922, xvii, 112. 

Pelvic inflammations are classified as follows: (1) puerperal pelvic cellulitis, 
and (2) pelvic peritonitis, puerperal and nonpuerperal. Pelvic inflammations can- 
not be classified according to the infecting organisms. Bacteriologically the in- 
fections are autogenous in a considerable percentage of cases. Pelvic cellulitis 
is almost entirely of puerperal origin. The induration begins at the bases of the 
broad ligaments near the cervix and extends outward along the planes of radiating 
fibromuscular bands. If the veins are invaded, thrombophlebitis results. Thirty 
to fifty per cent of the deaths from puerperal sepsis are due to septic thrombo- 
phlebitis. 

The portal of entry in puerperal pelvic peritonitis is usually at the placental 
site. Pyosalpingitis is rare after full term delivery while pyosalpingooophoritis 
is the rule in infections following abortion. The usual lesion in puerperal peri- 
tonitis is an abscess of the broad ligament with involvement of the ovary. In 
sepsis, conveyed along the veins and lymphatics draining the placental site, the 
appearance of symptoms is delayed. 

The vast majority of nonpuerperal pelvic infections are of gonorrheal origin. 
Complement fixation is of little diagnostic aid in these cases. Surgery is not the 
treatment for acute gonorrheal peritonitis. 

Pelvic cellulitis following labor usually accompanies lesions of the cervix and 
is in a large percentage of cases preventable at the time of labor. Gl 3 'cerine 
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<rauze pacMng and tlie antiseptic methods developed by the war are frequently 
of value as measures of treatment. If pus forms, drain. Pus cavities after 
drainage can be irrigated with antiseptic solutions. 'When sepsis has occurred 
from an infection at the placental site the organisms are already past the reach 
of the curette. In postpartum pyosalpinx, operation should be early before phys- 
ical depletion and dense adhesions occur. The author still curettes for postabortal 
sepsis. In pronounced sepsis following abortion in which conservative treatment 
is of no avail, hysterectomy and salpingooophorcctomy arc done at the end of 
two weeks. He has never ligated the veins in septic thrombophlebitis without 
removal of the uterus. In the chronic stages of peritonitis-salpingooophoritis, 
conservatism is the rule. If the tubes have become mere pus sacs they must bo 
removed. Siiutteu. 

Numberger: Clinical Peatures and Pathologic Physiology of Conservative Opera- 
tions upon the Adnexa. Zeitsehrift fiir Geburtsliilfc und Gyniikologic, 1922, 

ixxxiv, 606. 

The author reviews the results in 194 patients operated upon for inflammatory 
disease of the adnexa in 10 years. Posterior colpotomy was the operation in 42 
cases, unilateral salpingooophorcetomj' in 35 cases, bilateral salpingectomy with 
or without retention of the ovary in 31 cases, defundation in 5 cases, supravaginal 
amputation in 5 cases and panhystereetomy in IS cases. Seventy-nine of these 
cases wmre followed and reexamined. Six more were heard from by letter. The 
mortality of the 161 conservative operations was 2.9 per cent; of the 23 hysterec- 
tomies, no mortalities. 

Prom a study of this material, the author presents the following conclusions. 
In all cases of inflammatory adnexal tumors, a systematic conservative treat- 
ment is first of all to be instituted. If larger Douglas abscesses develop, these 
should be emptied and drained. Where the abscess cavities arc situated laterally, 
so that in colpotomy the danger of accidental injuries rvould be too great, incision 
and drainage should be undertaken only exceptionally and under special indica- 
tions (high fever rvith progressive cachexia, threatening perforation, etc.). If 
long continued conservative treatment is not successful, laparotomy should be 
carried out. Only when there is isolated unilateral adnexal disease should one 
be content vdth removal of one side. Two-thirds of the cases of unilateral sal- 
pingooophoreetomy showed a continuation of symptoms. In bilateral pyosalpinx, 
one may expect results only from radical operation. In young women in wdiom 
one wishes to retain the menstrual function, the operation of choice is a defunda- 
tion with bilateral salpingectomy wdth the retention of some functionating ovarian 
tissue. In all other cases, total extirpation should be done. The appendix should 
always be examined and if diseased should be removed. Margaret Schtoze. 


Scheid, P.-. Adnexal Disease in Childhood and its Significance in the Differential 

Diagnosis of Appendicitis. Medizinisehc Hlinik, 1922, xviii, 1277. 

During the last three years, among 150 women in whom a diagnosis of appen- 
dicitis had been made, 30 were found to have salpingitis. The author believes 
that this proportion is smaller than is usually encountered. He gives the his- 
tories of three young girls, 15, 13 and 13 years old respectively, in whom a diag- 
nosis of appendicitis had been made, but in whom pelvic disturbances were found, 
w ich caused the symptoms demanding operation. In two of the patients the 
hymen had been intact and menstruation had not occurred. In two cases gonor- 
rheal salpingitis was found, while in the third tiiere was a 360 degrees torsfon of 
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the right tube and ovary. From the occurrence of these three cases in a rela- 
tively short period of time, the author believes that adnexal disease in children 
is not uncommon. If at operation the appendix appears normal, the adnexa should 
be examined. The diagnosis is difficult. When in doubt, an exploratory lapa- 
rotomy will do little harm and will be less dangerous than neglecting an appen- 
dicitis. J. p. Greenhill. 

Benthin, W.: Obstetrical amd Gynecological Free Peritonitis. Monatsschrift fiir 
Geburtshilfe und Gynakologie, 1922, lx, 171. 

A critical review of the literature on the use of ether for free peritonitis is 
presented. In addition, Benthin gives his own results. Of his 71 cases of peri- 
tonitis, 47 were obstetrical. Most of the latter were due to abortion, especially 
of criminal origin. The majority of the gynecological cases occurred after opera- 
tion. The general mortality for the 71 cases was 50.5 per cent; but omitting those 
patients (22) who had general sepsis, the percentage of cures was as follows: Of 
the 49 remaining patients, 71 per cent; the gynecologic cases 63 per cent; those 
with peritonitis occurring after labor 85.7 per cent; and those with peritonitis 
after abortion 73.8 per cent. 

The author advises that an early diagnosis be made by means of abdominal 
puncture which is without danger. Operation should be performed even when 
the diagnosis is only a suspicion. The operation should be limited essentially to 
incision and drainage, without irrigation or mechanical removal of pus, and with- 
out release of adhesions. Before closing the peritoneal cavity, 200 gm. of ether 
are injected. Of great importance is the aftercare which should include regula- 
tion of the fluid intake, and care of the heart and bowels. J, F. Greenhill. 

Benthin, W.: Is it Possible to Improve the Prognosis of Obstetrical and Gyne- 
cological Peritonitis? Medizinisehe Klinik, 1922, xviii, 1453. 

The prognosis for peritonitis of obstetric and gynecologic origin is much less 
favorable than it is for surgical peritonitis (70 to 80 per cent mortality against 
30 to 40 per cent). The author believes however that it is possible to lessen the 
mortality in the former group by an early diagnosis w’ith abdominal puncture. 
If leucocytic exudate is found, operation is done immediately under lumbar anes- 
thesia. Before closing 200 c.c. of ether are poured- into the peritoneal cavity 
and one quart of salt solution containing adrenalin is given subcutaneously im- 
mediately after operation, also camphor, caffeine and digalen. 

Also in doubtful cases operation should be performed, but should be as con- 
servative as possible. The adnexa should not be removed, and the uterus only in 
case of perforation, laceration and hemorrhage. Prophylactic enterostomy need 
not be done, for lumbar anesthesia and ether have a very beneficial effect on the 
paralyzed intestines. A general anesthetic should be avoided. Morphia may be 
used freely during the convalescence. J. P. Greenhill. 

Adami: Pulmmaait Menstrual Peritonitis. Journal of Obstetrics and Gynaecology 
of the British Empire, 1922, xxix, 104. 

The author gives the history and autopsy findings in a ease of septic peritonitis 
occurring in a menstruating 14 year old girl. Less than 24 hours before, while 
menstruating she had taken part in a gymnasium contest. Death followed a toxic, 
comatose condition of but a few hours’ duration. Autopsy revealed free fluid in 
the peritoneal cavity and a moderate congestion, most pronounced in the pelvis. 
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The uterus contained a small amount of sanguineus fluid, the cervix was open and 
contained no mucous plug. The examination of all other organs ^vas negative- 
A pure culture of streptococcus n-as obtained from the free pentonoal fluid. So 
sudden and profound had been the attach that no leucocytic reaction occurred. 

Adanii concludes that the negative intraabdominal pressure produced repeatedly 
•while s-n-inging on gymnasium rings had aspirated vaginal content.s, through the 
open cervix into the abdominal cavity. A somewhat similar phenomenon may 
account for some of the idiopathic puerperal infections seen in practice. 

H. W. SnuTV’ER. 


Block, r. B., and IVIikelberg, H. ML; The Nonoperative Treatment of Pelvic In- 
flammatory Disease. Pennsylvania Medical Journal, 1922, xxvi, 15. 

One hundred and twenty eases of chronic inflammatory pelvic disease rcceiv cd 
nonoperative treatment, consisting in hot douches at home, local treatment of 
cervical infections, application of antiphlogistic solutions, and in some cases ad- 
ministration of organic glandular preparations. Of 91 patients with gross path- 
ology, 19 were much improved, 49 showed only moderate improvement, a total of 
68 (or 74.6 per cent) showing improvement. The remaining 23 patients (25.4 
per cent) were unimproved, and 5 of these were referred for operation. Of tho 
29 patients without gross pathology, 8 were much improved, 12 moderately im- 
proved, a total of 20 (6S.9 per cc-ut) showing improvement; while the remain- 
ing 9 patients (31.1 per cent) there wa.s no improvement. 

In brief, 98 cases (81.6 per cent) were treated less than four months, and were 
either improved sufficiently to discontinue treatment, or wore advised to seek 
operative relief. C. 0. ALUiANP. 


Campbell, John: Treatment of Salpingooophoritis. British Alcdical Journal, Oc- 
tober 14, 1922, p. 683. 

The author deals with the treatment under two separate headings. 

(1) Acute salpingooophoritis. Irrespeeti-vc of the cause, the prevailing opinion 
is in favor of expectant treatment during acute inflammatory condition of the 
tubes and ovaries. The author is of tho opinion that acutely inflamed tubes 
should be removed as early as possible. 

(2) Chronic salpingooophoritis. He divides his cases into two groups; tirst, 
the patient in whom symptoms are practically absent, the woman usually seeking 
advice on account of sterility; second, the patient -whose general health is poor 
with much pain aud.diseonrfort in the pelvic region. In the first group expectant 
and local treatment has a place. In the second group, operation is indicated ex- 
cept in syphilitic eases. The author prefers the abdominal route in liis operations. 
He feels that drainage is necessary in certain .cases, preferably using strips of 
gauze sheathed with thin rubber. -p -r atvtat. 


Dubose: Treatment of Acute Pelvic Infections in Women. Surgery, Gynecoloov 

and Obstetrics, 1921, xx.xiii, 299. 


Instead of awaiting developments,. Dubose advises immediate operation in 
acute pelvic inflammation, preferably within the first twelve hours. He makes a 
low abdominal incision and removes all acutely infected organs as well as any 
py genic membranes present, even in cases -where there is a distinct fluctuatins- 

where the process seems stationary, or if a high leucocyte count demon- 
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strates active resistance to tlic infection. According to this plan, he has oper- 
ated on 255 cases, including SO hysterectomies, with one death. There were 76 
double salpingectomies in addition. In the rest he removed either one tube or 
ovarj^ or both. 

While Dubose claims complete cure in the majority of his cases, he admits that 
not one subsequent pregnancy occurred in any of these patients. 

B. E. WOBDS. 

Werner, P.: On the Treatment of Genital and Peritoneal Tuberculosis. Wiener 

Klinische Wochenschrift, 1922, xxxv, 535. 

Operative treatment has been used bj' French surgeons while conservative 
treatment has been advocated by the Germans (especially Amann, Martin, Veit, 
and Kronig.) The difficulty of making an accurate diagnosis without operation 
makes the statistics in regard to cure by medical methods uncertain. In making 
a diagnosis the past history is important. Late appearance of menstruation with 
dysmenorrhea is in favor of genital tuberculosis; abnormal menstruation is of lit- 
tle value. Fever with tumor is in favor of a positive diagnosis. Pain varies 
greatly in degree and situation. Palpation is not reliable, though on the whole 
there is less spasm with tuberculosis than with infections. The eye, skin, and 
tubercular tests are not certain proofs as there may be tuberculosis elsewhere in 
the body. The discovery of tubercle bacilli in the uterine discharge is difficult. 

The author reports 14 cases of peritoneal and 23 of genital tuberculosis. The 
classification rests on the dominant type, both being found in most cases. Most 
of them were treated with x-ray after operation. Of the former 14 cases, 11 
were of the ascitic form and 3 of the adhesive; all had exploratory laparotomies. 
Of the 23 cases of genital tuberculosis 10 had abdominal hysterectomy with the 
removal of both adnexa. Three had partial removal of the adnexa bj’- laparotomy, 
two by vagina; one had a large abscess opened, resulting in a recto-vaginal 
fistula. Four had exploratory laparotomies but conditions were so bad that noth- 
ing was removed. One was explored by the vaginal route but such dense adhe- 
sions wei'e found that nothing was done. 

In the 37 cases he had two operative deaths, 5.4 per cent. There were three 
fistulae, S per cent (two of them in one patient). The end results were hard to 
verify because of difficulty in following the patients, but over 50 per cent were 
cured. 

X-ray treatment is giving good results with weak dosage so that amenorrlica 
and sterility do not have to occur. Frank A. Pemberton. 

Jaegerroos: Hydrosalpinx. Archiv. fiir Gynakologie, 1921, cxiv, 3,28. 

Jaegerroos offers an exhaustive clinical and histologic study of hj-drosalpinx, 
based on 100 cases operated upon, 6 in Schauta ’s clinic and 94 in Engstroem ’s. 
The chemistry of the fiuid in 14 cases studied, and the histology of the tubes in 
the 5S cases studied convince the writer that the hydrosalpinx begins as a salpin- 
gitis in which the exudate is either serous or slightly purulent, with a transudate 
following. Other studies of his own liave convinced him that this salpingitis is 
limited in cause to one of three organisms: streptococcus (puerperal), tubercle 
bacillus, or commonly gonococcus. 

The dilatation of the tube is usually in the ampulla, and the maximum size 
observed was that on a fetal head. Because of its bearing on operative treat- 
ment, it is worthy of mention that Opitz has explained the invariable inrolling 
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of the fimbriated end of the tube on the grounds that the tube, elsewhere loosely 
invested by peritoneum, has a snug peritonal collar close to the abdominal ostium: 
an accumulation of fluid medial to this collar distends the tube and causes the 
fimbriated end to roll through the constriction. In favorable cases, therefore, 
evacuation of the fiuid makes possible a restoration of the fimbriae to their nor- 
mal position. A certain optimism as to restoration of function is justified by 
Jaegerroos’ always finding the epithelium preserved, though much flattened whore 
the tube is markedly distended. In several cases the fresh specimen showed 
active motion of the cilia. Based on the favorable results of salpingotomy or 
salpingostomy, or both, in Engstroem’s clinic, Jacgerroos pleads for conservatism 
where it is possible. In 59 cases so treated which were followed up, there were 
only 5 found with swellings in the adnexa, after from 9 months to 7 years. One 
patient bore a living child IS months after salpingostomy. 

Ramsay Spillmak. 

Nash: Hemotosalpinx-Pyosalpinx with Torsion of the Eight Fallopian Tube. The 

Lancet, 1922, ccii, 78. 

This condition occurred in an unmarried girl IS years of age. The interest in 
this case lies in the torsion of a tube already the seat of pyosalpinx, and in the 
resemblance of the symptoms to appendicitis. It illustrates the need of investi- 
gating the condition of the pelvic organs when there is insufficient evidence of 
disease in the appendix. Normal F. Miller. 
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Erratmn 

In Dr. Thos. E. Gocthals ’ article in the September issue, page 329, Table IV, the 
last figure in the last column should read 2.56% instead of 0.64. 
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Original Communications 


THE RELATIONSHIP OP HTBROPLACENTAL APOPLEXY TO 

ABLATIO PLACENTAE* 

(A Clinicau Study) 

By Rudoubh W. Holmes, M.D., Chicago, III. 

T his study summarizes the information derived from the attend- 
ance on 21 cases of premature detachment of the normally situated 
placenta, and one ease of uteroplacental apoplexy; includes a resume 
of the impressions obtained from a study of the tabulated cases (306 
in number) of Goodell (1869) and Holmes (1901); the 69 instances- of 
toxemia apoplexy compiled by Willson; suggestive data have also been 
obtained from the reports of Harrar of 251 cases of ablatio treated in 
the New York Lying-in Hospital, and of Oragin’s 212 cases managed 
at the Sloane Maternity. Numerous other case reports were read, 
making an approximate total of 900 cases of the complications under 
discussion. 


ETIOLOGY — ^AH HISTORICAL REVIEW 


During the past quarter of a century premature detachment of the 
placenta has had an increasing clinical significance — for only in this 
period has its etiologic, pathologic, and symptomatic characters been 
truly appreciated. Before Goodell wrote his monograph on “Con- 
cealed Accidental Hemorrhage of the Gravid Uterus,” the complication 
was held to be of great rarity and its etiology was grossly misin- 
terpreted. In the period between the publication of that paper and 
that issued by the writer in 1901, there was an increasing recognition 
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ivith a more definite statement of the pathologic factors ■which pro- 
duced it. Truly, the veiy caption of Goodell’s contribution, taken from 
Rigby’s nomenclature, led many astray, as too many Avriters had en- 
deavored to adduce a relationship of the condition to some casualty, 
not appreciating that Rigby tried to show that the hemorrhage from 
this condition was adA'^entitious, in antithesis to the unavoidable hemor- 
rhage of placenta previa. It is unfortunate that some recent Avriters 
have perpetuated this erroneous impression by maintaining that the 
separation is incident to a Auolent, brutal tearing of the placenta from 
its site, in fact, carrying the implication of an unusual traumatic 
origin. 

Before the modern pathologic era came into being, men like Jae- 
quemier, Mesnard, and Cazeaux attempted to proAm the separation 
Avas dependent upon purely anatomic conditions; and, in fact, the 
delicate line of cleaAmge between placenta and uterine AAmll undoubt- 
edly contributes conditions faAmrable for premature separation. 
LeAU’et and Baudelocque considered that the short cord might be re- 
sponsible for the accident in Auew of the fact that, in their cases, the 
cords AA^ere torn asunder, haAung been accidentally shortened. The 
literature has repeated reference to the traumatic origin of ablatio, 
and unquestionably the contention is correct in a certain feAV exam- 
ples: in the Avriter’s personal ease reports embodied in this paper, he 
presents two such instances — one due to a violent bloAV in the abdomen, 
the other the result of the induction of premature labor by catheters. 
While traumatism has its place in the etiology we must concede that 
the usual accidents ascribed as a cause must be contributoiy to some 
eAudent or obscure serotinal change. 

Under the leadership of Rokitansky a number of contributions haA^e 
been presented shoAAung CAudences of material alterations of the pla- 
cental structure: he belicAmd that inflammatory changes Avere responsi- 
ble. Kaltenbach and Veit held that all placentae must haAy a serotinal 
inflammation or degeneration to permit of a premature separation. 
During the past decade some writers haAm denied the allegations of 
Rokitansky and his school. 

Great strides AA'^ere made after Winter, in 1884, shoAved that cases 
of ablatio placentae not infrequently had an associated kidney lesion, 
expressed by the presence of albuminous urine, AAuth secondaiy en- 
dometrial changes. Here, Pehling and Schroder declared we must 
go further before we maj’- assume there be a difference between infarcts 
or inflammations accompanying an albuminuria and those Avhere the 
latter does not exist. HowcA'er, Bue, Weiss, 'Lehmann, Hennig, Rous- 
seau-Dumarcet, and a host of modern writers, corroborated Winter’s 
pronouncement that a kidney distiu’bance was an etiologic factor in 
the production of a premature separation. Today, there is irrefutable 
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evidence of an associated toxemia witli many instances of separation. 
Tlie next great advance came wlien Convelaire, in 1911, showed definite 
evidences of an hitherto unrecognized type — The Apoplexie XJtero- 
Placentait'e, though Robert Lee, in 1848, Coale, in 1859, and Hellier, 
in 1892, expressed the condition of accidental hemorrhage as a "pla- 
cental apoplexy.” It is clearly evident that they had no conception 
of the pathology as described by Convelaire. Convelaire deserves 
great credit for the description of the new phase of ablatio—even 
that he has depicted a new disease entity ; it is meritorious that he 
gave a vivid picture of the gross pathologic anatomy and a definite- ■ 
ness of the causal factor, even though, perhaps, our clinical recognition 
is still faulty. In turn, Williams, in 1915, and Willson, in 1922, gave 
invaluable contributions, and supplied the stimuli for an intensive 
study of the subject in this country. The picture of the uterus de- 
generated by Convelaire ’s toxemic apoplexy is so characteristic, the 
organ presenting such vivid coloring, differing from uteri not so in- 
volved, that it is truly remarkable that the 45 authors who recorded 
postmortem findings in the collections of Goodell and the writer, did 
not apperceive the peculiar appearance of the uteri inspected, if it 
existed, though Desmond, in 1857, described "the uterus was healthy 
, with the exception of two or three ecchymotic spots,” and Weiss, in 
1894, mentioned a similar appearance. In the light of our modern 
comprehension of the influence of toxemias on the body, and espe- 
cially their influence on the production of premature detachment, we 
must admit that a considerable number of the cases of toxemic apo- 
plexy must have appeared in the litei'ature, and were compiled in the 
work of Goodell and the writer, but the necessary close macroscopic, 
let alone microscopic inspection is lacking, therefore, their identity is 
lost. Our conception of the clinical entity of toxemic apoplexy is still 
so indefinite that it is impossible to cull from the literature case re- 
ports which shall conform to Convelaire ’s type unless we accept one 
sign as characteristic uterine rigidity — ^^vhich will receive consid- 
eration later. 

At the present time it may not be controverted that a toxic element 
is responsible for a considerable portion of the eases under discussion. 
How far we may go in the declaration that all premature detachments, 
othei than a certain few traumatic instances, have an antecedent 
toxemic etiology is still a moot question. Until doubtful points have 
been elucidated, we believe there is ample evidence to justifj’’ the 
claim that there are at least three broad divisions of placental separation, 
based upon etiologic differences, even though clinically they may not 
invariably be separable into types from ignorance of pathognomonic 
differential symptomatology. These etiologic divisions may be given 
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as; (A) traumatic; (B) localized pathologic changes of the uteropla- 
cental union (inflammation, infarctions, etc.) ; (C) systemic evidences 
of toxemia, with localized genital, renal and hepatic pathology. In 
the 22 cases presented by the writer he believes such cases may be 
isolated. The microscopic descriptions of uteri and placentae given 
by various writers show such a wide variation in detail that a typical 
picture for Couvelaire ’s apoplexy is not yet available. In one feature 
alone do they conform to type, namely, the minute hemorrhages be- 
tween muscle fiber and fasciculi; other changes are variable. In the 
writer’s case, both uterus and placental tissues show evidences of in- 
flammatory as well as degenerative changes. 

The most fatal toxemic disease of advanced pregnancy is eclampsia ; 
essentiallj’’, the eclampsia incidence is three or four times more fre- 
quent in primiparae than multiparae. Primiparous labors, in relation 
to multiparous ones, are between one in three to one in four. There- 
fore eclampsia is peculiarly an affliction of the first labors. According 
to Goodell’s statistics ablatio occurred in onlj’- 12.5 per cent of primip- 
arous case reports; in the 200 eases collected by the writer the in- 
cidence of ablatio in primiparae wms 19.2 per cent. Willson presents 
the fact that 18 of the 69 cases of apoplexj'- were in primiparae — 26 per 
cent. Accordingly, Goodell’s and the writer’s figures show that ab- 
latio is especially a disease of the multiparous woman. Willson’s data, 
few as the cases are, tend to show that the incidence of apoplexy is 
the same for primiparae and multiparae. Instances of coincident de- 
velopment of eclampsia and ablatio are extremely rare, for in the 306 
eases’ accumulated by Goodell and the writer there were only four 
cases of eclampsia recorded — cases 17 and 40, respectively reported 
by J. T. Ingleby and J. L. Baudelocque, in the collection of the former, 
and those of Hennig and Tucker in the latter’s collection. The writer 
presents two instances of eclampsia-ablatio in his series of 22 personal 
cases. Therefore, in 328 instances qf ablatio, eclampsia was present as a 
concomitant disease in 6 eases, 1.8 per eent. On the other hand, Willson 
shows that there were 6 instances of eclampsia in his 69 cases — 8.6 per 
eent. From the extreme rarity of the association we are strongly in- 
clined to the opinion that a very different toxic substance is the domi- 
nating factor in ablatio of the toxemic type, from that causing eclamp- 
sia, or the other commonly recognized toxemic states in pregnancy. 
It is plausible to believe that the concomitant presence of eclampsia 
and ablatio (or toxemic apoplexy) is a manifestation of the activity 
of two foreign substances arousing diverse syndromes. It has yet to 
be written that the hepatic changes incident to toxemic apoplexy 
conform to the common picture of the characteristic lesions produced 
by the eclamptic poison. 
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SYMPTOMS 

We believe the infrequency of recognition of premature detachment 
of tlie placenta until the patient is in a critical state is largely due 
to the inexact descriptions of symptoms in texthoohs and current lit- 
erature; contributory to this is the accentuation of particular symp- 
toms — ^for example, uterine rigidity — giving the impression to the 
casual observer that they are always pathognomonic symptoms, in- 
variably present. For the past 25 years the subject has been of 
peculiar interest to the writer, so he has studied the question at every 
opportunity — as a result he has analyzed some 400 case reports; we 
believe this study permits a summary of the symptoms as follows, later 
taking up the phases seriatim: 

With slight or no prodromal manifestations the woman is seized 
with (1) abdominal (uterine) pain; (2) nausea and emesis; (3a) sys- 
temic signs of blood loss (dizziness, faintness to loss of consciousness, 
colorless mucous membranes and skin, clammy perspiration, thready 
pulse, air hunger) ; (3b) uterine evidences of hemorrhage (enlarge- 
ment of the uterus, diffuse, or localized as an accessory tumor, es- 
cape of blood serum as a pinkish fluid, later free blood or clots; (4) 
variations of uterine consistency; (5) shock; (6) violent fetal move- 
ments, then its death; (7) blood pressure. 

1. Abdominal Pain . — The pain may be a vague discomfort, even 
hardly perceptible, a sensation of fullness, slight pain, to the other ex- 
treme, where there will be the most severe distress, even the most 
agonizing, rending, bursting pain. Other things being equal, a slow 
insidious accumulation of blood within the uterus will be characterized 
by a minimum of discomfort, while sudden, distention of the uterus 
will carry with it great distress; intense pain is due to rapid stretch- 
ing of the uterine peritoneum which may cause rupture of that serous 
membrane. In some instances the woman will locate the sensations 
within the uterus, even localizing it to an area later proven to be the 
placental site ; again, the patient will complain of a diffuse abdominal 
pain or discomfort. 

2. Nausea and Emesis . — These symptoms demand emphasis as too 
freqnently they have misled the medical attendant into the belief that 
the cause of the upset is an acute gastric attack, until, often too late, 
the true condition is evidenced by a frank systemic or local evidence 
of hemorrhage. Unquestionably, these symptoms are reflex in origin, 
sequential to a splanchnic irritation due to the sudden anatomic 
changes occurring within the uterus; or they may be the result of 
the tearing of the uterine peritoneum as previously mentioned. 

3a. Systemic Signs of Hemorrhage . — ^Here again, not infrequently, 
one is led to believe the dizziness, faintness, or loss of consciousness ' 
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are a reflection of a cardiac attack, or associated witli tke nausea and 
emesis, that they are evidences of gastric or intestinal colics. Later, 
when the acute manifestations of blood loss are appreciated by the 
attendant, the patient is in a precarious condition and a poor surgical 
risk for operative intervention. In this connection, repeated red 
blood counts, with determination of the hemoglobin index, will aid 
materially in doubtful cases. In view of the remarkable profusion of 
poljTuorphonuclear leucocytes in the uterine muscle and placenta of 
the writer’s patient, it is suggested that white counts may be of signal 
value, and should be made as a routine. 

3’b. Uterine Signs of Hemorrhage . — The intelligent patient, or the 
observant by-stander may recognize that the uterus is enlarging, either 
symmetrically, or in a localized area; the increased size, naturally, 
only may be appreciated bj^ the physician if he has examined the 
woman shortly before the occurrence of the accident. If the placental 
site be on the anterior wall, in part or entirelj'', the marked irregu- 
larity of the uterine contour is a striking picture ; it may be recog- 
nized by the palpating fingers and the eye. This irregularity is due to 
the temporary, at least, adhesion of the placental periphery, with the 
accumulation of blood clots which bulge the placental site, and has 
been called the “accessory tumor.’’ In the 22 cases observed bj' the 
writer this sign was present 5 times — all were in instances of rela- 
tivelj' concealed hemorrhages. The accessory tumor was mentioned 
in 11 cases of Goodell’s collection, 3 being in relativelj’’ concealed 
cases. 

The retention of the effused blood is dependent upon various fac- 
tors: a, the placenta is centrally detached with an adherent periphery; 
b, the membranes may be so firmly adherent that the blood is retained 
within a circumscribed area; c, the presenting part may have such a 
close girdle of contact that it acts as a ball valve, inhibiting the escape 
of blood; d, in exceptional instances the membranes may rupture (?) 
near the effused blood, so it accumulates within the amniotic sac; e, the 
eermcal canal may be atresic, producing a condition comjiarable to 
hematometra of the nonpregnant; f, coagulation of the blood occurs 
so promptly that thrombosis and arrest of further bleeding is secured. 
All of these factors except “f,” are dependent upon purely mechanical 
conditions existing within the uterine cavity; the tonicity of the 
uterine muscle, or its ability to respond to the stimulus of the foreign 
body within its cavity — the blood clot — determine the dui’atiou that 
the blood shall be stored up as an absolutelj^ concealed hemorrhage. 
A priori, the amount of blood which may accumulate within the uterine 
cavity, is dependent upon the tonicity or absence of that tonicity of 
the uterine wall; other things being equal, prompt develojiment of 
uterine contractions will promote an early escape of blood serum or 
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blood, free or clotted, while undue laxness with absence of con- 
traetility will permit prodigious amounts to collect within the uterine 
cavity. Chevalier described a case of a woman admitted to the hos- 
pital with an abdomen so distended that it suggested a pregnancy 
near term; an immediate postmortem cesarean section was performed 
to save the habj^— the three months’ fetus was found imbedded in 
massive clots in the enormously enlarged uterus. 

Writers, almost universally, have described cases of premature 
detachment as of two varieties, concealed and extcTndl lionoTvliacjes, 
as if they were eutirelj'’ different forms. In no sense maj’' we sub- 
scribe to such an opinion; the difference is merely dependent upon 
the mechanical factors alreadj’^ enumerated; further, such classifica- 
tion carries the implication that in the former blood is retained within 
the uterus, while in the latter such is not the case. This is so wide 
of the mark that we insisted in our first paper (1901) on this subject 
that a far preferable division is to give them the captions of “Abso- 
lutely Concealed and Relatively Concealed Types.” We may not too 
strongly insist tkai the absolutely concealed type is merely the pre- 
cursory stage of the relatively concealed form. The blood is absolutely 
concealed so long as the mechanical hindrances to its escape obtain, or 
the lack of uterine tonicity may not overcome such obstructions to 
the escape of blood. These mechanical hindrances maj’- only restrain 
the blood for a very brief period, or they may continue for many hours 
before the dam is broken, when blood serum first will escape, fol- 
lowed later by free or clotted blood. These facts maj'- not be too 
strongly emphasized, for too many, we believe, have assumed gross 
differences between the patent and concealed forms, while we believe 
that neither from an etiologic, pathologic, nor symptomatic view- 
point IS there a particle of dissimilarity between them. Just as 
jaundice is a belated sign of biliary tract obstruction, so external 
hemorrhage in ablatio is a tardy evidence of an intrauterine blood loss. 
We are in entire accord with Braxton Hicks who stated: “but the 
proportion which that appearing externally bears to that remaining 
internally varies considerably”; the amount which appears externally 
is never a gauge of the quantity of blood the woman has lost from 
her circulation. To put it concisely, other than the one visible evi- 
dence, external hemorrhage, there is not one sign or symptom, or 
complex of them, which may not be equally prominent, or lacking in 
the one or the other, absolute or relative concealment. Therefore, ex- 
ternal bleeding is merely a diagnostic sign. 

The one pathognomonic sign, invariably present, in all true cases of 
ablatio placentae, whether they be absolutely concealed or relatively 
concealed, is the expulsion of old clots, and perhaps, old blood, with 
the child and placenta; a failure to appreciate this clinical phenoanenon 
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is to fail utterly in the comprehension of the conditions obtaining 
during the course of all cases of premature detachment of the nor- 
mally situated placenta. The amount of this blood, clotted and free, 
is directly proportionate to the amount of blood pent up during the 
continuation of the clinical course of ahsolutely concealed tj'pes, and 
varies inversely as to the amount ivhich has been extruded from the 
uterus before delivery in relatively concealed cases. Very commonly 
though not necessarily always, a clot will be found deeply embedded 
in a depression formed on the maternal surface of the placenta; this 
cupping of the placental surface is dependent upon the duration the 
clot has been arrested behind the placenta, and the degree of com- 
pression to which the clot has been subjected. Not rarely, a woman 
may present no signs of hemorrhage during labor, yet the placenta 
will contain a clot filling a depression — eAudence of a mild ablatio. 

4. Uterine Consistency . — How much the consistency of the uterus 
has a bearing in relation to ablatio is a moot question (omitting the 
toxemic Amriety for the moment, where it may be proven of Autal 
diagnostic value by future obserAmrs). Before Ave may subscribe to 
the dictum that an undue hardness of the uterus characterizes all, or 
nearly all, eases of premature detachment, Ave must determine criteria 
from the study of the texture of the normal pregnant uterus near term. 
In a careful survey of all pregnant women near term Avhom we haA'e 
examined, we find that some haim such flaccid uteri that the baby 
is as readily palpated as if it were directly under the examining fingers. 
Others maj’’ permit definite information from the palpation, but with 
some difficulty, AAffiile a few haA’e such tense, resisting Avails that 
little infoz'mation is derived fi-om external examination; these same 
classes, during labor, in the interA’al of contraction, tend to haAm uteri 
which conform to the same texture as that obtaining before labor 
began. We must declare that just as the normal Ami'iants of uterine 
consistency exist, from extreme flaccidity to most intense firmness, so 
under the stress of ordinaiy ablatio the consistency of the uterus maA' 
have its Amriability from extreme hardness to marked laxness. 

Williams, in his textbook and magazine Avritings, speaks of the uter- 
ine textm’e as of ligneous hardness, which may haA^e been accepted as 
a characteristic finding. G'alabin, Eden, Dakin, Berkeley and Bonnej^ 
and Cragin subscribe to this in a measure, at least. We belieA’^e that 
some cases may present such extreme resistance of the uterine walls 
that they corroborate the aboA-e dictum; but we may not concede that 
it is eA’en the common finding in the majoritj’ of cases. If Ave in- 
culcate the dictum that the essential diagnostic point in all cases of pre- 
mature detachment is a remarkable tenseness of the uterus, we will mis- 
lead many to procrastination in the diagnosis of accidental hemori’hage, 
with a continuation of a needlessly high maternal and fetal mortality. 
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In the critical study of approximately 400 case reports of ablatio we 
find many observers wlio mention that the uterus was tense, bard, 
rigid, resisting; or, as a corollary, some have described tlie membranes 
as tense, bulging, etc. Others have characterized the uterine consist- 
ency as doughy, flaccid, relaxed, atonic, giving no reaction to stimuli, 
so that the fetus was palpable with consummate ease. In our series 
of 200 collected eases the consistency of the uterus was noted as 
tense in 38, and relaxed in 11; in Goodell’s 106 cases there weie 28 
and 9 respectively so described ; in the remaining 220 cases the uterus 
had no peculiarity of texture. In the writer’s personal cases, 5 were 
described as tense, while the instance of toxemic apoplexy was as 
tense as a highly inflated football, ligneous hardness if you will. The 
uterus in one case was mentioned as boggy, and the rest, 16, had 
uteri which aroused no curiosity from their texture. IVe concede 
there are possibilities of error in the old statistics, for in the time 
before 1900, when the writer’s paper was in preparation, abdominal 
palpation was not generally employed, and too commonlj’", when used, 
the findings were improperly interpreted. Our information is still 
too meager to permit any one to be dogmatic, yet, regarding the 
toxemic variety, with the accumulation of evidence, we may be able 
to declare that the intensely hard uterus may be the crux of the dif- 
ferentiation between ordinary ablatio and toxemic apoplexy. 

In the hope that some light might be east upon this matter we have 
isolated all cases from the collections of Goodell and the ■winter where 
uterine consistency was mentioned; the mortality rates for mother and 
baby were calculated both on a basis of tenseness and laxness of the 
uterus, and on patency or concealment of the hemorrhage. The 
graphic presentation is given in Chart 1. The figures show that, in 
both the relatively concealed and absolutely concealed types, the 
maternal mortality is materially less where there is marked tonicity 
than where the uterus is relaxed; the jeopardy to the baby is slightly 
lessened in relaxed forms in comparison to those where rigidity was 
noted, where there were sufficient numbers of cases given to make 
comparison. Further, this table shows that if the uterus be tense, 
according to Goodell’s series, the patent forms have a somewhat les- 
sened maternal mortality over the concealed type ; the converse is 
true in the comparison of Holme’s figures. Likewise, if the uterus be 
lax, according to the writer’s cases, the concealed type has a consid- 
erably smaller mortality than for the relatively concealed. We would 
.hold, therefore, that these figures are too few in number for the de- 
termination of basic principles, but believe their suggestiveness wai’- 
rants the assumption that a tense uterus is due to the presence of 
some tonicity, some ability of contraction— is, in fact, one of Nature’s 
protective agents in this dangerous complication. On the other hand. 



Chart 1 

CONKIKTK.VCY 01’ TjTKIiUS TXFr.UKNCINO jMOIlTALIl’Y IN CASES OP ABLATIO PLACENTAE. TAKEN FROM THE PAPERS OP GOODELL AND IIOLiMES. 
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in toxemic apoplexy, we believe it is a fair assumption to bold that 
the remarkable bai’dness is not due to tonicity of the muscle, but a 
marked degenerative (eoagulation?) change incident to the action of 
the specific poison. 

We have endeavoi'ed to trace a possible relationship between certain 
(the cases described as tense) examples of accidental hemorrhages and. 
toxemic apoplexy. In Chart 2, the first and second columns present 
respectively the gross mortalities in the collections of Goodell and 
Holmes. Column 3 shows the mortality of all their eases (both rela- 
tively and absolutely concealed) described as tense, which was 28.7 
per cent. Column 4 depicts a similar assembling of all the eases 
given as lax. If you please, for the moment, we shall assume all 
cases of uteroplacental apoplexy (column 8) have a tense uterus, 
though Willson did not ‘show that this was the invariable rule; his 
mortality was 55 per cent. It would hardly be tenable to declare that 
the 66 cases characterized as tense by older authorities, A^dth a mor- 
tality of 28.7 per cent were instances of apoplexy, and could hardly 
be comparable to type to those of Willson. Columns 6 and 7 illus- 
trate the enormous adAmutage accruing to Avomen Avith this complica- 
tion if they are attended in a clinic or by an indiAudual where prompt 
recognition and early delivery are possible. 

5. Shock . — So far as we may elicit facts from the study of these manj’’ 
eases, shock is present onty in those Avomen in Avhom the uterine dis- 
tention is developed Avith great rapidity. Anemia contributes to it; 
is directly the consequence of a sudden alteration of the uterine size, 
the stretehiug and tearing of the uterine peritoneum, or reflexly 
aroused bj'' irritation of the sympathetic nervous system. We have 
ncA^er seen it- develop in mild cases, nor in those AVomen Avhose com- 
plication took an insidious course. 

6. Violent Fetal Movements . — This is an extremely characteristic 
sign if the placenta has been suddenly separated; the sudden arrest 
of aeration of the fetal blood AAdll determine a marked aetiAdty during 
the throes of a lethal asphyxia. As the placenta generally is slowly 
separated, comparable to the mechanism of the Schultze separation of 
the placenta in the third stage, asphyxia slowly develops Avith a quiet 
death of the fetus. Numerous reports state the baby Avas blanched 
on delHery; probably not a feAV of the babies die not so much from 
asphyxia as from hemorrhage, the result of the tearing of a cotyledon. 

7. Blood Pressure. — ^It would be eminently desirable to have a more 
general record of blood pressui-e readings in relation not only to the 
toxemic tAqies of placental separation, but the ordinary ablations as 
well, for they maj’- furnish Amluable clinical data for the differentiation 
between them. Willson has shoAvn that only 9 cases had had pres- 
sure readings; these maximum readings were 100, 120, 160, 170, 174, 
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180, 200, 260, 280, tlie last being in an eclamptic with toxemic apo- 
plexy. In the writer’s case the blood pressure was 120. The query 
naturally is made, are low pressures indicative of pure instances of 
apoplexy, and the high ones suggestive of a complication with pre- 
eclampsia? Blood pressure readings will be valuable only when we 
shall have a series taken before the development of symptoms (during 
prenatal care), as well as during the actual attack. Single readings, 
especially if low, have lost much of their significance, in that large 
bloodlosses will depress the blood pressure. 

frequency 

Since the writer’s paper on ablatio 'placeniao, in 1901, there has 
been a more general acceptance of the fact that premature detach- 
ment is not such a rarity as had been previously believed. "While that 
paper was in preparation representatives of two of the large Euro- 
pean clinics stated that no instance of such complication had oc- 
curred in the institutions during their residence, though, at Dublin, 
their annual incidence was as great as that for placenta previa. Har- 
rar reports 254 cases of ablatio in 100,000 labors in the New Yoi’k 
Lying-in Hospital — a frequency of 1 in 395 j Cragin, at Sloane, found 
the incidence as 1 in 94, or 212 eases in 20,000 labors. It is within safe 
bounds to assert that the clinic frequency is about 1 in 500, and of 
pathologic interest 1 in 200. Couvelaire’s uteroplacental apoplexy at 
the present time must be held to be extremely rare j now that cesarean 
section is so insistently advocated as a routine for ordinary ablatio 
we shall hear more of the toxemic form, for a positive diagnosis noiv 
may be made only at the time of a section, or on the postmortem table. 

PROGNOSIS 

The first and fundamental factor in achieving a happy termination 
is the prompt recognition of the complication; we believe this is of 
greater consequence than the method of delivery selected. If columns 
6 and 7 (Chart 2) indicate anything it is the truth of this assertion. 
The delays incident to a misconception of the true condition, in a be- 
lief that the disturbance is due to some gastric crisis, intestinal flatu- 
lence or colic, some cardiac failure, or some abnormal manifestation 
of the onset of labor, are but to place the patients in increasing jeop- 
ardy. We are entirely convinced that the first endeavor should be 
directed towards the interpretation of evidences of systemic blood 
losses by tte facies, the heart action, respiration, and complete blood 
counts, with estimation of hemoglobin repeatedly made; the seeoud- 
^Ty symptoms as nausea, faintness, pains, uterine consistency, uterine 
distention, are but contributory evidences of the disease. To await 
a diagnosis until external bleeding has occurred is but to anticipate 
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death. We believe the fact that absolutelj’- concealed eases carry a 
higher mortality in some quarters OA’^er the relatively concealed cases 
is sequential to the delaj’’ in diagnosis and the resulting delay in de- 
livery. We believe a utei’us which responds to the stimuli which 
determine contractions depresses mortality, while a lax, irresponsive 
uterus contributes to a higher mortality. The very fact of an extremely 
tense uterus, with absolute concealment, contributes to an arrest of 
hemorrhage, because at the moment when intrauterine pressiu’e ap- 
proximates that of the blood pressure, bleeding ceases, and coagula- 
tion of the blood may occur. A lax uterus will admit such colossal 
accumulations of blood that bleeding stops only when the hlood pres- 
sure reaches near zero — that is, when the woman is exsanguinated. 

The size of the sinus, or sinuses, exposed by separation niaj* be of 
greater importance in contributing to death than a very widespread 
separation, or complete separation, for in the latter early thrombosis 
of uterine sinuses may occur. The greater the separation of the pla- 
centa, the greater is the jeopardy to the baby from asphyxia. 

In toxemic apoplexy, so far as we may interpret fhe few cases recorded, 
death occurs more from the effect of blood losses than from the tox- 
emic state. The data thus far presented precludes an estimate of the 
respective values of these two elements from a prognostic i^oint. 

Charts 1 and 2 graphically present the mortalities for mother and 
child under different conditions, and periods. Contributory to these 
charts, Cragin lost 12 women, and 122 babies, 5.7 and 57.5 per cent 
respectively. 

A BRIEF SUMMARY OP THE AUTHOR’S 22 CASES 

Ape.— Data not recorded in 3 (Cases 1, 3, 20) ; 20-24 years, 4 (Cases 
4, 10, 14, 18); 25-29 years, 5 (Cases 2, 6, 11, 17, 21); 30-34 years, 4 
(Cases 5, 7, 12, 15); 35-39 years, 6 (Cases 8, 9, 13, 16, 19, 22). As 9 
women were under 30 j^ears of age, and 10 were over, these cases sug- 
gest that the incidence is proportionately greater with advancing 
3 'ears. 

Parity . — ^Parity not recorded in 1 ease. Primiparae, 5 (Cases 10, 

14, 18, 20, 22); iiparae, 6 (Cases 2, 4,’ 11, 16, 17, 21); iiiparae, 1 (Case 
5); iv parae, 2 (Cases 7 and 15); v parae, 1 (Case 19); vi parae, 3 
(Cases 6, 9, 13); vii parae, 1 (Case 8); viii parae, 1 (Case 8) ; ix parae, 

1 (Case 1). Therefore, 22.8 per cent were primiparae. 

Gestation PcriocZ.— Fifth month, 1 (Case 7); 6th month, 1 (Case 21, 
^iolent blow on abdomen determined the separation; she went to 
term); 7th month, 5 (Cases 10, 12, 14, 19, 22) ; 8th month, 2 (Cases 2 
and 13); 9th month, 2 (Cases 4, 13) ; at term, 10 (Cases 1, 5, 6, 8, 9, 

15. 16, 17, 18, 20). 
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Hemorrhage. — ^External liemorrliage was absent in 4 (Cases 11, 16, 
17, 18). Case 12 bad no external bleeding until 62 bonrs after tbe 
onset of symptoms. Case 13 went 24 bonrs before external bleeding 
occurred. Case 22 was concealed 8 bonrs, then slight oozing. Blood 
serum was expelled in 4 (Cases 5, 7, 11, 12). Hemorrhage was pro- 
fuse in 14 (Cases 1, 2, 3, 4, 5, 6, 8, 9, 10, 12, 13, 14, 20, 21); in some, 
hours elapsed before tbe change from concealed to patent bleeding 
occurred, 

Tonicity of Uterus. — Tbe uterus was tense or tonically contracted 
in 5 (Cases 2, 9, 15, 20, 22). Tbe uterus was boggy in 1 (Case 12). In 
16 cases the uterine consistency demonstrated nothing abnormal. 

Mild Forms. — ^Four were so noted (Cases 15, 16, 17, 18) — of these 
16 and 18 gave no antepartum sign to cause alarm. 

Etiologic Factors. — Heavy work was assigned as tbe cause in 2 ( Cases 
2, 13); traumatism, 2 (Cases 19, 21)— Case 19 was an albuminuria 
for which induction by catheters was done — in 17 hours hemorrhages 
occurred; Case 21 at 6th month was struck by a heavy swinging door, 
collapse, labor pains for 2 weeks, then went to term. Case 10, turpen- 
tine poisoning, taken with suicidal intent, was followed by the com- 
plication. Nephritis (albuminuria) was present in 6 (Cases 9, 17, 19, 
22; Cases 4 and 11 eclampties). 

Maternal Mortality. — One mother died as a result of the hemor- 
rhage, Case 2. Case 11 died in an eclamptic convulsion; she had ab- 
solute concealment, and unquestionably was benefited for a time by 
the antepartum blood loss. Therefore, there was 1 maternal death due 
to premature separation. 

Fetal Mortality.—A. fatal issue occurred in 13 infants (1, 2, 4, 5, 
7, 8, 9, 11, 12, 13, 16, 19, 22) all being born dead. The child from 
Case 14 died on the tenth day, being born in the seventh month. The 
children of 9 women lived; in Case 3 the signs of detachment ap- 
peared after the birth of the first of tudns — prompt version and extrac- 
tion saved the second baby. The fetal mortality was 60.9 pei' cent. 

Method of Dilatation. — ^Bags were used in 5 cases (2, 4, 5, 10, 17). 
Manual dilatation was employed in 8 (Cases 2, 8, 9, 11, 12, 14, 17, 20). 
Manual dilatation was used in Case 2 after the bag burst, it being 
defective. Case 17 had a bag induction for albuminuria; the bag 
produced a brow presentation which was manually corrected, the 
head pressed into the brim, followed by spontaneous delivery. 

Method of DeZweri/.— Spontaneous delivery took place in 6 (Cases 
1, 6, 15, 16, 17, 18) ; forceps were used in 6 (Cases 2, 9, 11, 14, 19, 20) • 
craniotomy was employed in 2 (Cases 5, 13) ; version, with rapid ex- 
traction, was performed in 5 (Cases 3, 4, 8, 10, 12) ; manual aid was 
necessary in 1 (Case 21); hysterectomy was necessitated in Case 22 
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for toxemic uteroplacental apoplexy. The method of delivery was 
not recorded in 1 case. 

ILLUSTRATIVE TYPES OP ABLATIO PLACENTAE 

Ilild Type. — No. 15, 1910. Mrs. M., age thirty-four. First and second preg- 
nancies complicated by placenta previa: third labor normal. She passed through 
her fourth pregnancy uneventfully, no urinary disturbance, no edema. Labor began 
in the early morning: infrequent, painless contractions all day: at 10 p. M. expelled 
an ounce of blood; at 11:15 P. M. contractions began to cause discomfort. The 
uterus was firmly contracted continuously; ligaments diverging, membranes ruptured 
spontaneously at 12:15 A. M. when os was dilated. Child spontaneously born with 
second pain after the rupture of the membranes. The opening in the membranes 
was 5 inches from the lower placental border; at upper part of placenta there 
was a deep depression, 3x1 inches, filled with a firmly adherent old clot. About 
half a pint of old blood was expelled with the placenta. 

Absolutely Concealed Type — Eclampsia. — Case 11, 1905, Mrs. H. F., age twenty- 
six. Abortion at 3 months a year before, the result of a fall. Nervous type of 
woman, worried over minor details. Much debility the first 3 months of pregnancJ^ 
Labor due June 23rd. May 5th had a trace of albumin, no casts. May 10th went 
to her summer home for a few days’ rest. On the 12th, at 4:30 p.it., while buggy 
riding, had a gush of clear vaginal fliuid, inteipreted by the physician as a pre- 
mature rupture of the membranes, but wliieh was proven later to be blood serum. 
At 6 p.M. she went to bed feeling well, but as if labor were imminent. At 7 

p. M. had a severe nausea, soon followed by excessive emesis. At 9 P.ir. was 

seized with a severe headache, followed in half an hour by a convulsion: a short 

coma, then quiet sleep. On my arrivel at 4 a. m. there was a second convulsion. 

Preparations for delivery quickly made. Examination showed a soft cervix, os 
admitting 2 fingers, abdomen demonstrated nothing characteristic. Just before 
operation some slight bloody discharge; persistent slight bleeding during dilatation. 
Full dilatation secured in about half an hour. Head depressed into the pehns, 
low forceps applied, head delivered. Dead female child, weighing 2760 grams. 
Placenta and old clots manually removed, then tamponade. Fully two-thirds of 
the placenta showed compression, the cup containing an old clot firmly adherent to 
the placenta; about a quart of old blood came with placenta. At 4:45 p. M. she 
had a third convulsion, the coma continuing until death at 10:20 P. ii. A catheter- 
ized specimen taken during the course of the condition showed the usual findings. 

Toxemic Utemplacental Apoplexy. — Case 22, 1922. Mrs. E. A., age thirty-five. 
Primipara. Labor due Oct. 17th. On Aug. 22nd, being then in hen 32nd week of 
pregnancy, had a disagreeable sensation in her abdomen after a light breakfast; 
by 10 A.M., when admitted to the hospital, this discomfort had developed into a 
continuous severe pain, which persisted until the operation. On admission the 
uterine souffle was heard, but not later, probably a pathognomonic sign of a 
uterus under high tension. The interne thought he heard heart tones at 11 a.m., 
but this is questionable. At 2:30 p.m. a slight bloody show. At 4:30 p.ir. we saw 
her for the first time. She had a generally contracted pelvis, the promontory being 
easily palpable through the rectum; also a lumbosacral scoliosis was present. On 
admission pulse and temperature were respectively 82 and 98.2°; at 4 P.M. they were 
92 and 99.4°. Abdominal examination was utterly futile, as nothing was palpable 
except a symmetrically placed utei-us, under such tension that it was likened to an 
over distended football. The lower uterine segment was bulging into the vagina 
under high tension; the os was closed. No albumin was present 2 weeks before, 
but was found as a trace on entry to the hospital. Blood pressure was 120. A 
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diagnosis oi aUaiio placenta was made, probably of tlie toxemic tj-pe from tlio 
extremely liigli uterine tension, as we never had seen a uterus with such excessive 
rigidity. 

Cesarean; section was elected in view of the hndings. On opening the abdomen, 
the uterus presented itself as a symmetrically enlarged, hard body, with marked dis- 
colorations distributed over the surface; these ranged from almost punctate to 
grossly large purple to blue black areas; in many places these colorations were in 
the form of striae. A large vein, with many branches on the anterior wall, was 
highly dilated. The uterine contents were under such high pressure that on open- 
ing the amnion, the pinkish liquor amnii described a trajectory, striking at the pa- 
tient’s feet. As soon as the uterus was fully opened, the dead fetus, weighing 
2625 grams, was extruded into the incision; the placenta was entirely loose and 
was lifted out with a number of massive clots. The uterus had the consistency of 
old solo leather soaked in fluid; in spite of repeated injections of pituitrin, hot 
compresses, massage, and injections of ergot deeply into the thigh muscle, the 
organ showed no evidence of contraction or retraction. During the delay the uterine 
incision did not ooze at all. Supravaginal hysterectomy was then done, leaving 
the tubes and ovaries which showed no evidence of disease. The patient left the 
table with a weak pulse, 168, which continued high for eighteen hours, then rapidly 
improved: the temperature ranged from 99“ to 10E.5“ during the first three post- 
operative days, then dropped to normal. She had an uneventful recovery. 

THE PATHOLOGY OP THE SPECIMEN 

The Uterus . — Macroscopic appearance. Examined about two hours after opera- 
tion. The organ was still boggy, not contractile. An apparently healthy portion 
of the peritoneum comprised the middle of the fundus, encroaching somewhat on 
the anterior wall, and to a greater extent on the upper posterior wall. This portion 
of healthy surface is of a light blue gray color, contrasting strongly with the other 
parts of the peritoneal surface. In the neighborhood of both horns, imnning doum 
anteriorly and posteriorly, there is marked discoloration; on the lower posterior 
wall there is a large blotching with some striation. Anteriorly, the discolorations 
assume striations. The color ranges from a dark blue, to almost blue black, giving 
a mottled appearance to the whole organ. Somewhat over one-half of the serous coat 
is included in these subperitoneal hemorrhages. Neither serous fluid, nor free blood 
had been found in the abdomen; there were no peritoneal ruptures on the uterus. 
The placental site was on the upper posterior surface, and showed marked con- 
volutions. The vessels of the broad ligaments were gaping broadly. The specimen 
was practically dry on removal from the abdomen, but when examined dripped blood 
from the cut surfaces. This was in sharp contrast to the extraordinary fact that 
there was not the slightest oozing from the uterine incision during tlie operation, 
cither before or after emptjdng the viscus. The cut surfaces of the cesarean wound, 
as well as the raw surfaces of the hysterectomy showed subserous as well as inter- 
stitial hemorrhages, clearly visible to the naked eye. 

Microscopic Findings . — The nuclei of the uterine muscle did not take the stains 
well. In almost every field (Eig. 1) the individual fibers showed evidences of separa- 
tion; here and there fasciculae were likewise segregated; between the separated 
fibers and muscle bundles were varying amounts of blood accumulations, showing a 
very wide distribution of these minute hemorrhages. Scattered through the whole 
muscularis, even at the lowest portion of the uterine body (Fig. 2), syncytial cells 
were visible. At various points, leucocytes (Pig. 1) were found in great abundance, 
the polymorphonuclears greatly predominating; in some vessels clusters of poly- 
morphonuclear cells were seen, filling the caliber of the vessel; in others the vessels 
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Fig-. 2. — xl55. Uterus. A, Blood; B, syncytia. 
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Fig. 3. — xl55. Placenta. A, Largo villus which has umlcrgone hyalinization ; Bj 
villus slightly degenerated ; C, villus with a nearly normal area and portion which has 
become hyalinized. 



Fig. 4. — 155. Placenta. 
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were patent but empty, wliile in others the walls were contracted, completely closing 
the lumen. Some vessels apparently were thickened. 

The Placenta . — Macroscopic appearance. The organ had a cordiform shape, the 
cord arising eccentrically from the hilum. The thickness of the structure varied— 
at the apex, and the two lower portions suggested a lobate form, these being thicker 
than the central portion. Firmly adherent to the placenta was a flattened clot. 
This clot weighed 200 grams; a loose clot expelled with the placenta weighed about 
480 grams. At the periphery of the placenta, encroaching onto the membranes, 
were small clots; the intercotyledonal spaces, likewise, contained clotted blood. 
There was no evidence of a depression on the maternal surface, demonstrating that 
the placenta must have been quickly shed. 
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Pig-. 5. — x315. Placenta. A, degenerated villous cells; B, groups of polymor- 
phonuclear leucocytes ; O, partially degenerated cells ; D, area comprising completely 
degenerated villous cells. 

Microscopic Findings . — ^Many of the villi were characteristically normal for a 
mature placenta, all the cellular elements being clearly demonstrable. In juxtaposi- 
tion to a normal villus we find a small one containing essentially normal structure, 
with a small portion, either central, or eccentric, which has undergone hyalinization 
(Fig. 3, c). Occasionally, a large villus, cut longitudinally, irill show an almost 
complete absence of cellular elements (Fig. 2, a) — it has undergone necrobiosis 
or degeneration. Tet a neighboring villus will • contain all of its elements intact. 
Fig. 4 shows a villus vessel completely closed, and its wall thickened. Some villi 
which have undergone central degeneration will have almost perfect sjTicytial borders 
as of a mature placenta, in others this border has completely disappeared. Some 
of the vessels of the placenta, especially those under the amnion, are fully dilated, 
and empty or containing a few blood cells. In the villi, especially the small ones, 
the vessels are completely closed (contracted, -with the intima convoluted) ; fre- 
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quently, a vessel is found dilated and filled with blood, or leucocytes. One such 
vessel was filled with 9 polymorphomieleav leucocytes. lu Tig. 5 we see partially 
degenerated villous cells (a), but at (c) the cells have not undergone such a high 
degree of degeneration, and at (d) a completely degenerated area; at (h) are 
leucoej'tes; the polymorphonuclear tj'pes are very greatly predominating. In Fig. 
6, at (a and e) are lymphocytes and peljunorphonuclear cells in abundance; at 
(5) is a villus vessel containing red cells; (d) shows sjmeytia degenerated; (e) 
is the maternal blood space washed out. 

Comment on the Specimens . — The profusion of the leucocytes, tvith 
the great predominance of the polymorphonuclear type, both in the 
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Fig. 6.— X 560. Placenta. A, lymphocytes; P, reU blood cells In villous stream; C, 
polymorphonuclear leucocytes; D, degenerated syncytia; E, maternal blood space 
washea out. 


uterine musculature and in the placental villi, points indisputably to 
some inflammatory reaction. Their presence gives some tenahility to 
the old opinion that inflammatory processes were responsible for 
many eases of ablatio. Certainly their appearance would hardly be 
interpreted as results of the toxic irritation. Neither would we be 
willing to maintain that the fair profusion of syncytia through the 
musculans is indicative of a possible etiologic factor, even though 
Veit and Ascoli acclaimed that the syncytium was responsible for a 
type of toxemia— eclampsia. We question that the syncytium was 
present in excess of that found normally in uterine muscle in the lat- 
ter weeks of pregnancy. As we see it the hyalinization of entire villi, 
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or parts of single ones, does not conform to tlie usual picture of tlie 
development of infarction. From the gross appearance of the pla- 
centa we feel inclined to believe there was a sudden complete separa- 
tion of the organ from the uterine wall, which caused the sudden 
death of the fetus. Therefore, the changes which determined a leuco- 
cytic infiltration of the maternal uterine muscle, must have operated 
before the placental separation, since the villi were likewise infil- 
trated; too, tie deposit of leucocytes within the villous vessels must 
have occurred before the death of the fetus, i.e., before the placenta 
separated. Berggren found polymorphonuclear leucocytes within the 
maternal vessels, but does not state that they were found in the mus- 
eularis itself; Ley states there were perivascular deposits of lympho- 
cytes in the uterine wall and decidua. 

Willson has so adequately covered the subject of the pathogenesis 
that it would be needless, even a supererogation, to cover the field 
again in a clinical studj^; howevei*, we would ascribe the hemorrha''‘v 
condition of the uterus as due to some toxic substance which destroys 
the continuity of the small vessel walls, but in addition we are in- 
clined to believe there is some basis to Morse’s allegation that mechan- 
ical processes do contribute to the production of ablatio, modified 
though this opinion is. We believe the mechanics may be thus stated: 
the toxic element produces a hypertension of the uterine wall, which 
promptlj’- decreases, if not entirely impedes, the venous flow; during 
the congestion which follows, the minute vessels are ruptured, extrav- 
asation of blood takes place, aided by a delayed coagulability of the 
blood. In part we have the analogy in the production of the rapid 
growth of an ovarian cyst when the pedicle has twisted, and in part 
directly sequential to the action of an irritating poison. 

Certainly we are approaching the truth when we accept the accu- 
mulating evidences of a toxic origin for Couvelaire’s type. We are 
extremely loath to believe that toxemia is responsible for all instances 
of ablatio ; the time has not yet arrived when we may deny an inflam- 
matory basis for the production of certain ablatios, neither may we 
decr5>- the opinion that placental or serotinal degenerative changes 
may produce serotinal ruptures which effect a premature separation 
of the placenta. 

DIAGNOSTIC DIPPERENTIATION OP TYPES 

Clinical experience has not yet produced a characteristic differen- 
tiation between ordinary ablatio and the toxemic type; no individual 
has had sufficient numbers of the latter to permit a formulation of 
rules which would lead to a clinical diagnosis of toxemic apoplexj’-; 
in fact, as already stated, we believe clinicians have been too prone 
to declare that ablatio generally has an array of pathognomonic symp- 
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toms wliich. permits him who runs to read. This is so untrue that only 
too many eases of accidental hemorrhage are not recognized, because 
the attendants have been misled by such allegation. It is a reitera- 
tion of what already has been stated, but it is worthy of repetition, 
there is not one symptom or combination of symptoms of ablatio 
which may not be present or glaringly absent in specific instances of 
the complication except evidences of aneniin, and too often this blood 
loss is not interpreted correctly. Granted that a diagnosis of pre- 
mature detachment of the placenta has been correctly made, are 
there any symptoms or laboratory findings which will contribute to 
a difierentiation between ordinary types and the toxemic form? As 
the recognition of accidental hemorrhage is often attended with great 
difficulty, and inevitably, in many instances, only with the develop- 
ment of distinctive features during a protracted period of waiting, 
it is manifestly a greater problem to recognize the special form due 
to toxemic etiology. 

Common experience will clear up many of the moot points. In 
the meanwhile, we would offer three diagnostic points which may con- 
tribute information leading to the recognition of Couvelaire’s form 
of placental separation: (1) undue hardness of the uterus; (2) pres- 
ence of toxemic symptoms (urinary disturbances) ; (3) elevated blood 
pressure. 

1. Undue Hardness of the Uterus. — ^As we have shown in the ear- 
lier parts of this paper there is no evidence to substantiate the asser- 
tion that undue hardness is an inevitable and constant physical ac- 
companiment of all cases of so-called accidental hemorrhages; in fact 
of 306 eases this sign was noted 66 times — 21.2 per cent; while in our 
21 personal eases 5 were noted as of unusual tonicity — 22.8 per cent. 
In our 22nd case, that of toxemic apoplexy, the uterus was of such 
remarkable hardness that we made a presumptive diagnosis of the true 
type from that sign alone, as it was truly unique in our experience. 
Willson does not supply the data which permits him to assert, with 
Williams, that ligneous hardness is a pathognomonic sign, though 
perhaps he accumulated the data on this point and neglected to in- 
clude it in his paper. Be that as it may, we may claim, until the con- 
trary is proven, that an unusual hardness is pathognomonic of the 
toxemic variety, though it is by no means a definite finding in ordi- 
nary ablatio. 

2. Presence of Toxemic Sijmptoms.—Eeve we may have added sup- 
port in the determination of the true condition, but our patient showed 
small signs of a toxic state. The improvement incidental to blood let- 
ting in toxemias lyould depress in many women much of the evidence 
of toxemia of mild type; the hemorrhage incidental to premature 
separation of the placenta, likewise, will overcome many of the tox- 
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emic manifestations in Couvelaire’s type wliicli Avould preclude, ordi- 
narily, much, reliance on this phase of the question. 

3. Blood Pressure . — This is but a corollary of the above, but it 
also does not contribute much information in view ’of the fact that 
but in 9, with ours, 10 cases was there an observation of pressure 
made. These readings ranged from below normal to 280, and 30 per 
cent were 120 or below. 


TREATMENT 

A radical method of procedure for all instances of ablatio is inde- 
fensible — there must be a natural selection of cases — what may be 
appropriate for one would be intolerable for another. To recommend 
a routine cesarean section for all recognized instances of ablatio 
would be to enhance the already high death rate, a rate Ai^hieh is 
needlessly great. As a tentative guide we may suggest the following: 

Mild Types. — There may be no discussion but that nearly all Avomen 
seized with one of the various types of ablatio should liaA’^e an expe- 
ditiously conducted delivery. Some mild examples may be properly 
treated expectantly; the attendant must be certain of his ground if 
he plans to tide the patient OAmr the trivial symptoms; tbe woman 
should be in a hospital during such watchful expectancy, and should 
have every safeguard placed about her, for she may have a sudden 
change from the mild into a dangerous form. In general, Ave would 
advise that such women, with babies of viable age, should have labor 
induced by a large bag. If the attack comes on in labor the latter 
should be terminated as quickly as conditions Avill permit. 

Severe Types. {Prompt Recognition.) — ^Immediate preparation for 
deliAmry. We have found manual dilatation, Harris Avith Edgar Bon- 
naire methods, to meet conditions adequately, as Ave neA^er have seen 
a rigid os in connection with an ablatio. A Arnginal cesarean section 
is not seemly, as the manipulations permit the escape of the uterine 
blood Avhich befouls the field and makes the operation of gi’eat diffi- 
culty. Version is performed as soon as dilatation is secured, and 
rapid extraction with Kristeller expression follows. Manual remoAml 
of the placenta should be done at once, if the placenta does not come 
Avith the child. Eemove all clots from the uterus; postpartum utero- 
vaginal tamponade should be a routine measure. If the conditions 
are appropriate, do a craniotomy, or forceps if the child be suspected 
or ImoAvn to be alive. Pituitrin should be given during the extraction. 
Give saline transfusion, followed by blood transfusion as soon as 
possible. 

Fulminating Cases . — ^In the home and in the small hospital, these pa- 
tients may more happily be treated as above. In the hospital where prep- 
arations for operation may be quickly made, and with a trained per- 
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sonnel, an abdominal section is tbe wise expediency. Tbe uterus 
should not be removed unless it shows extreme atony and does not 
react to the known expedients for securing contraction. We have 
never employed an intrauterine tamponade after a cesarean section, 
introduced either from above or below, but gauze might be thus used 
rather than the removal of the uterus. We feel the introduction of a 
liter of saline solution into the abdomen just before closing the perito- 
neum is a wise precaution. There should be a blood grouping of the 
patient and friends, so a transfusion may be given at the earliest pos- 
sible moment. 

Toxemic Type . — A number of the readers of Willson’s paper have 
argued with the writer, that, as all (18 in number) of the women in 
his compilation who had vaginal deliveries had died, an abdominal 
cesarean was absolutely the only recourse; this list includes 12 opera- 
tive (obstetric) deliveries, 4 spontaneous births, and 2 vaginal sec- 
tions. Such is utterly fallacious reasoning as no account is made of 
the numbers who had toxemic apoplexy, unrecognized, and yet re- 
covered after a vaginal method of delivery. If we argued that vag- 
inal delivery spelt death to all women who had a toxemic apoplexy, 
then, to continue our logic, we should maintain that death supervened 
as a result of the retention of the uterus. If this were sound reason- 
ing then we should demand that hysterectomy must be an integral 
part of all cesareanized women who have toxemic apoplexy. But 
Willson’s hysterectomy mortality was 47.6 per cent (21 cases, 10 
deaths), while conservative sections had a mortality of 19 per cent 
(21 eases, 4 deaths). The presence of hemorrhagic areas in the uterus 
in toxemic ablatio is in no wise indicative of the necessity for an hys- 
terectomy ; the sole indication for such mutilation is the failure of the 
organ to react after the application of the usual approved methods of 
stimulation. 

We believe the scanty knowledge now available does not warrant 
the recommendation of a routine laparotomy for all cases of ablatio, 
nor for the toxemic type. The real benefit of a laparotomy comes 
from the fact that a diagnosis in life may be made only by such opera- 
tion. Without opening the abdomen the diagnosis of toxemic apo- 
plexy is pui-ely conjectural. An additional advantage from the cesar- 
ean section lies in that the uterus may be removed, if a dangerous 
degree of atony obtains, 

In^ conclusion, we would suggest that better results will generally 
obtain if suspected cases of toxemic uteroplacental apoplexy are 
treated as outlined for ordinary ablatio. 

^ In closing, I would thank Dr. M. T. Nelson, my associate, for his 
interest manifested at the time of the operation and preparation of 
the specimen of toxemic apoplexy. Also, I desire to express my appre- 
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Table I 


Ablatio 
Etiologic and 


NO. 

BATE 

NAME 

AGE 

para 

PERIOD 

GEST. 

ETIOLOGY 

RELATION 

TO LABOR 

TYPE OP 

LABOR 

A. P. CONDITION 

BABY 

MOTHER 

1 

1897 

H.B. 

? 

1 

Term 

? No edema 

In labor 

Active 

17 hrs. 

Uterus 

tonic. 

R.O.P. • 

Heart 

not 

heard. 

After 

14 hrs. 
weak 

2 

1899 

Me A. 

25 

i 

ii 

3tli mo. 

Heavy work 
of moving 
home. 

Has had en- 
dom e t r i s 
for some 
years. Uri- 
nalysis neg. 
few days 
before. 

Before 

No real 
labor. 
Dil. 2-3 
fingers 
at onset 
L.O.P. 

Heart 

not 

heard 

positive- 

ly 

Anemic, 

Pulse 

rapid. 

3 

mu 


? 

? 

? 

Tuvins : Sc. 
L. P. 2nd 
ROA. 

i 

In labor 

Active 

Good 

Good 

Pair 

4 

1903 

E. B. 

1 

ii 

Near 

Teim 

Eel ampsia, 
3 A.P. con- 
vulsions, 1 
P.P. 

? 

Active 

after 

bag 

placed. 

Heart 

not 

lieard. 

Pair, 

temp 

later 

101, p. 
128 

5 

1903 

K. S. 

32 

iii 

Teim 

i Chronic en- 
^ dometritis- 
deciduitis. 

Before & 
in labor 

Irreg. 

Heart 

not 

heard 

Cord 

pro- 

lapsed. 

Withal 
in good 
condi- 
tion. 
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Table I 

Placentae 


Symptomatic Types 


SYMPTOMS 

time 

HEM. 

CON- 

CEALED 

CONDI- 

TION 

MEM- 

BRANES 

DURA- 

TION 

DISEASE 

METHOD 

OF DE- 
LIVERY 

RESULT 

PATHOLOGY 

MOTHER 

BABY 

Three hours after on- 
set of labor, per- 
sistent, rep e a t e d 
hemorrhages. Child, 
plac. and massive 
clots expelled with 
one pain. 

Por 3 
hours. 

Ruptured 

5 hour 
before de- 
livery 

About 

15 

hours 

Spon- 

taneous. 

‘P.P. 

Ut.- 

Vag. 

Tam- 

pon. 

Eecov. 

Died 

36 

hours 

Deeply com- 
p r e s s ed 
area on 
mat. sur- 
face of 
placenta. 

About i 
plac. com- 
pressed by 
firmly ad- 
herent clot. 
Much blood 
e X p e 1 1 ed 
with pla- 
centa. 

2 A.M. nausea, eme- 
sis, 4 A.M. hemor- 
rhage; bleeding ar- 
rested by tampon 
for time. Uterus 
tonic at times. 

2 hours. 

1 

i 

B.O.W. 
rupt. 2 
hrs. be- 
fore del. 
as bag 
burst. 

14 

hours 

1 

1 

i 

! 

1 

j 

1 

Tampon 

until 

iR.W.H. 

came. 

De 

Ribes 

t>ag, 

digital 

dil 

High 
forcep 
Ut.-vag. 
tampon. 
Man. re- 
moval 
placen- 
ta. 

Died 

1 

1 1 
! 
1 

Dead 

! 

j 

After 1st baby was 
turned and deliv- 
ered, profuse hem- 
orrhage. 

Ext. 
bleed- 
ing at. 
once 

Immedi- 
ate Eupt. 

B.O.W. 

Pew 

mo- 

ments 

Ver- 

sion, 

Extrac- 

tion 

Eecov. 

Lived 

? 

3 convulsions in hour, 
carried expectantly 
36 hours, then la- 
bor, repeated bloody 
d i s e h a rges. Liq. 
amnii of dirty 
color. 

? 

Rupt. 14 
hrs. be- 
fore del. 

Some 

hours 

Voor- 

hees 

bag, 

version, 

ext. 

P.P. 

tampon 

Eecov. 

Macer- 

ated 

Mate r n a 1 
surface of 
pla cent a 
showed 
areas of 
separation. 

1st 3 months almost 
constant hemor- 
rhages: monthly 
thereafter would 
expel at these 
times watery fluid, 
da rh lumps : 2 

weeks before labor 
brisk hemorrh age. 
Constant pain last 
13 days. 

Appar- 
ently 
entire- 
ly pat- 
1 ent. 

/ 

Spent, 
rupt. 6 
hxs. A.P. 

Some - 
weeks 

Braun 

bag 

Crani- 

otomy 

Ut. 

Tampon 

P.P. 

Eecov. 

Dead 

Deciduitis. 
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Table I — Cont’d 


Ablatio 

EtTOLOGIO ANT) 


NO. 



AGE 

PARA 

1 PERIOD 
GEST. 

ETIOLOGY 

RELATION 

TO LABOR 

TYPE OF 

LABOR 

A. P. CONDITION 












6 

1903 

e. c. 

29 

1 

Term 

? 

In labor 

Active 

Heart 

reg. 

126 

Pair 

7 

1903 

M. G. 

30 

iv 

5 mos. 

No edema. 

1 

In preg. 

1 


? 

Pair 

8 

1904 

B. 

36 

viii 

! 

Term 

In 7tli labor 
had li y - 
dramnious, 
.and hyper- 
trophic de- 
ciduitis. 

In labor 

Active 

1 

Heart 

not 

iieard. 

■ 

Bad 

9 

1 


38 

yi 

1 

Term 

i 

1 

A 1 b u minu- 
ria. 

Not in la- 
bor 

1 

None 

Heart 

not 

heard. 

Ex- 

treme 

anemia 

10 

1905 

E. C. 

20 

i 

7 mos. 

Turpent i n e 
taken Yith 
suicidal in- 
tent. 

In preg. 

Active 

after 

Bag. 

Heart 

not 

heard. 

Pre- 

carious. 
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Table I — Cont’d 

PliiCENTAE 

Symptomatic Types 


SYMPTOMS 

TIME 

HEM. 

CON- 

CEALED 

CONDI- 

TION 

MEM- 

BRANES 

DURA- 

TION 

DISEASE 

I METHOD 
OP DE- 
LIVERY 

RESULT 

PATHOLOGY 

MOTHER j 

BABY 1 

Profuse lieniorrli age 
5 to 6 hrs. before 
delivery — persis- 
tent oozing. 

Patent 

Art. rupt. 
30 min. 
before 
del. 

5 hours 

1 

Spon- 

taneous. 

1 Art. 
rupt. 
memb. 

Eecov. 

Living 

! 

Plac e n t a 
cordifo r m. 
3 in. from 
lower bor- 
der, clot 
bur ied in 
mater n a 1 
surface. 

2nd month watery 
discharge. In bed 
20 days, arising 
free blood & clots 
expelled. In 5th 

mo. painful con- 
traction with gush 
of clear fluid: 
Uterus arcuate, af- 
ter gush ovoid. 

Patent 

1 

Intact 

Weeks 

1 


Eecov, 

Died 

j 

Data absent. 

Hydramnios, r u p t . 
memb. at onset of^ 
labor. Arcuate 
uterus. Accessory 
tumor in right 
horn. Slight flow 
with rupt. B.O.W. 
later profuse hem- 
orrhage. Sweating, 
lips pale. 

Patent 

hours 

A.P. 

Eupt. in 
sleep 

1 34 hrs. 

Manual 

dilation 

Inci- 

sions. 

Ver- 

sion. 

1 

Eecov. 

Died ! 

1 

1 

1 

Plac e n t a 
came with 
child : 
large retro- 
placen t a 1 
clot, adher- 
ent, free 
blood. 

In chair, sudden gush 
of old blood clots 
& free blood, al- 
most exsanguinat- 
ed. Uterus tetanic- 
ally contracted. Ac- 
cessory tumor on 
right ant. Placen- 
ta loose in uterus. 

Patent 

Rupt. at 
onset. 

24 hrs. 
A.P. 

24 hrs. 

Alanual 

dilation 

High 

forcep 

Eecov. 

Died 

1 

1 

Much old 
blood 
came with 
placenta. 

i'or 3 days uterine 
pain but no contrac- 
t i 0 n s. Eepeated 
hemorrhages for 13 
days. 

Patent 

art. rupt. 
25 min. 
A.P. 

13 

days 

! 

1 

Tam- 

pons. 

Bag. 

Ver- 

sion. 

P.P. 

uterin 

tampon. 1 

Plac. 

came 

with 

Crede 

Eecov. 

Eecov. 

1 

i 

1 

Mate r n a 1 
surface had 
depres s e d 
area size 
of palm, 
old clots. 

1 
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Table I — Gont’d 


Ablatio 
Etiologio and 


NO. 

DATE 

NAME 

AGE 

PARA 

PERIOD 

GEST. 

ETIOLOGY 

RELATION 

TO LABOR 

TYPE OP 

LABOR 

A. P. CONDITION 



11 

1905 

H. F. 

26 

ii 

Btli mo. 

Eel ampsia. 
Pulmon ary 
edema as 
final comp. 

Not in la- 
bor 

None 

Heart 

not 

heard. 

Coma 

12 

» 

1905 

J. G. 

34 

vii 

7 til mo. 

No edema. 

In labor 

P r a c- 
tical 1 y 
none 

Heart 

not 

heard. 

Poor. 

IS 

1906 

L. L. 

38 

vi 

Near 

Term 

Lifted heavy 
wash bojlei 
0 f water, 
seized with 
pain. 

In labor 

I r r eg- 
ular 12 
hours. 

Heart 

not 

heard. 

Hood. 

14 

1909 

E. W. 

22 

i 

7 mos. 

O 

Jf 

In labor 

? 

Heart 

not 

heard. 

Pair. 

15 

1910 

M. 

34 

iv 

Teim 1 

Urine Neg. 
1st & 2nd 
labor comp, 
by placenta 
pfevi a : 
both ba- 
bies dying. 

Mild type. 

Advanced 

labor 

I n fre- 
q u ent, 
contrac- 
t i 0 n s, 
p a i n- 
less : 1 

hr. hard 
pain 

Good 

Good 
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Table I — Cont’d 

Placentae 


Symptomatic Types 


symptoms 

TIME 

HEM, 

CON- 

CEALED 

CONDI- 

TION 

MEM- 

BRANES 

DURA- 

TION 

DISEASE 

METHOD 

OP DE- 
LIVERY 

PJSSULT 1 

PATHOLOGY 

MOTHER 

BABY 

4:30 P.M. wMle rid- 
ing, gusli of clear 
fluid, well at 6 
P.M. 7 P.M. se-veie 
emesis. Headache 
and eonvi. 9:30, 
coma brief. 4 a,m. 
2nd conv. 24 hrs. 
after onset 3rd 
conv., dying 6 hrs. 
later in coma. 

In 

night 

patent. 

Honrs 

con- 

cealed. 

1: hour 
before 
del. art. 
rupt. 

14 

hours 

Manual 
.dila- 
tion. 
Mid. 
forcep 
P.P. ut. 
tampon. 

Died 

Died 

] 

1 

Fully % of 
place n t a 
s e p arated. 
32g of clot 
came with 
place n t a. 
More man- 
u a 1 1 y re- 
moved. 

Arose feeling faint 
and dizzy ; next 
morning fetal 
movements ceased. 
Soreness right of 
ut. Noticed ut. 
growing in size. 48 
hrs. after onset 
fainted, later emesis 
and collapse. Cold 
sweats. 60 hrs. af- 
ter onset passed^ 
pinkish fluid. 2 hrs. 
later pint of black 
blood & clots. 
Uterus boggy ant. 
right, tender, acces- 
sory tumor. trt. 

tense. 

60-62 

hrs. 

i 

1 

art. rupt. 
i hr. 

A.P. 

1 

75 

hours 

1 

1 

! 

1 

Manuatl 

dila- 

tion. 

Ver- 
sion: 
P.P. ut. 
ftampon 
Plac. 
came 
with 
baby & 
quart of 
old 
blood, 

1 

Eeeov. 

! 

1 

Died 

i 

.1 

. 

i 

j 

1 

1 

Pla c e n t a 
very tliin ; 
de c i d u a 1 
plaques ad- 
h e r e nt to 
m e m b . 
Olio r i 0 n 
lieve hy- 
pertro- 
phied. A t 
time of 
vers ion ^ 
plae. found 
hanging 
loosely. 

After lifting severe 
pain: next a.m. 

hemorrhage persis- 
tent. 

24 

hours 

art. rupt. 
4^ hrs. 

A.P. 

60 

hours 

Crani- 

otomy 

Eeeov. ! 

1 

Died 

Very large 
retr. plac. 
clot came 
in 3 T d 
stage. 

After 5 hours labor 
gush of blood. Ac- 
cessory tumor on 
ant. wall. 

7 

8-9 hrs. 
after on- 
set labor 

? 

Manual 

,dzla^ 

tion 

High 

forcep 


Alive 

died 

14 day 


Uterus was very firm- 
ly contracted con- 
tinuously ; uterine 
os dilated almost 
painlessly. 2 hours 
A.P. about 1 oz. of 
blood expelled. 

Un- 

known 

Spont. 10 
min. 

A.P. 

? 

Spon- 

taneous 

Eeeov. 

Eeeov, 

1 

1 

Opening i n 
membraneis 
5 in. plac. 
border. 
Area of 
3x1 in, com- 
pre s s e d, 
cup c 0 n- 
tai n i n g 
firmly a d- 
herent clot. 
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Table I — Gont’d 


Ablatio 
Etiologio and 


NO. 

DATE 

NAME 

AGE 

PARA 

1 

PERIOD 

: GEST. 

ETIOLOGY 

RELATION 

TO LABOR 

TYPE OP 

LABOR 

A. P. CONDITION 










BABY 

MOTHER 

16 

1911 

J. G, 

36 

ii 

Term 

No symp- 
toms, DO ex- 
ternal liem'- 
0 r T h a ge. 
Baby bom 
pallid. 

Mild tyjje. 

In labor 

0 0 n t. 
for 7 
hrs. Be- 
gan 5 
hrs. af- 
t e r 
B.O.W. 

ITipt. 

Good 2 
hrs. 

A. P. 

Heart 

not 

heard. 

1 hr. 

A.P. 

Good 

17 

1913 

A. M. 

27 

ii 

Term 

Marked a 1- 
bi nminuria, 
bag intro- 
duced ac- 
count toxe- 
mia. Dig- 
it a 1 cor- 
rection 0 f 
brow, repo- 
s i t ion of 
cord cause 
separation? 

Mild t3rpe. 

In labor? 

Active 

10 hrs. 

Good 

Toxic. 

18 

1914 

R. B. 

21 

i 

! 

Term 

N 0 albumi- 
nuria. 

Mild type. 

In labor 

Irreg. 
c 0 n t. 
for 36 
hrs., 
t h e n 
reg. 

Good 

Good 

19 

1919 

B. J. 

39 

V 

1 

i 

7tli mo. 

Could cathe- 
ters be re- 
spons i b 1 e 
for separa- 
tion? Very 
p 0 s s i bly. 
Nephritis. 

In labor. 

Active 

? 

Pair 

20 

1920 

F. J. 

9 

1 

i 

Tenn 


In preg. 
later la- 
bor 

1 

Weak, 

irreg. 

cent. 

Heart 

heard 

Anemic 

21 

22* 

1921 

J.B. 

25 

ii 

6 mos. 

During vio- 
lent wind- 
storm ran 
to close 
win dows: 
heavy 
swing ing 
door blown 
open strik- 
ing the ab- 
domen. 

T r a umatic 
ablatio i n 
preg. 

; In preg. 

i 

j 

None 

Heart 

heard 

Poor, 

later 

im- 

proved. 


•For Case 22, see text. 
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Table I — Cont’d 


Placentae 
Symptomatic Types 


SYMPTOMS 

TIME 

hem:. 

CON- 

CEALED 

CONDI- 

TION 

MEM- 

BRANES 

DURA- 

TION 

DISEASE 

METHOD 

OF DE- 
LIVERY ■ 

RESULT 

PATHOLOGY 

MOTHER 

BABY 

Gave no symptoms. ' 

Gntil 1 

P.P. : 

1 

Spont. 
rupt. 12 
rrs. 

A.P. 


Spon- 

taneous 

Eecov. 

Died 

Bxpe lied 
large clots, 
old, with 
placenta. 

No liemoTiiia^e be- ; 
fore delivery. Brow ; 
pres., CO Tree ted, 
prolopsed cord re- 
posed. 

Entire ; 
labor ] 

Not 

[mown 

when 

B.O.W. 

rupt. 

? 

Correc- 

tion 

Brow, 

then 

spont. 

Eecov. 

Eecov. 

S or more 
ounces o f 
blood ex- 
pelled -with 
plac. Old 
clots. 

Gave no A.P. symp- 
toms. 

Entire 

labor 

spont. 
rupt. 5 
hrs. A.P. 

? 

1 

Spon- 

taneous 

1 

1 

Eecov. 

Eecov. 

Large old 
clot in de- 
pression on 
mat. sur- 
face of pla- 
centa. 

Lost pint of blood 2 
brs. A.P. and 17 
lirs. after catheters 
placed. 

? . 

i 

Art, rupt. 
30 min. > 

A.P. 

1 ? 

Low 

forcep ' 
Labor 
induced 
by ca- 
theters. 

Eecov. 

Died 

P e pression 
in plac. 
size of 
palm, filled 
with old 
clot. 

5 days before labor 
severe hemorrhage. 
Labor 21 hours. 
After about 16 
hours of weak labor 
sudden hemorrhage, 
depleting mother. 
Uterus Tense be- 
tween contractions. 

7 

Art. rupt. 
45 min. 

A.P. 

5 days 
So more 

Manual 
dUa- 
tiou ; 
high 
forceps. 
Tampo- 
nade. 

Eecov. 

Eecov. 

Asph. 

pallida 

Opening in 
placenta 3 
in. from 
place n t a. 
signs plac. 
s e p a r a- 
tion. Old 
blood clots 
e.xpelled. 

After accident great 
p ain ; continuous : 
5 hours later sud- 
den severe pain, ex- 
pelled free blood; 
much over pint 
and clots. There- 
after uterine con- 
tractions for i 
weeks : tender ab 
domen. Then symp 
toms subsided, go 
ing to term. 

■ About 
- 5 hours 

> 

} 

> 

Intact 

2 weeks 

! Spon- 
taneous 
labor: 
manual 
aid for 
breech. 

Eecov. 

Eecov. 

Placenta bi- 
par t a t e, 
lobes equal 
In one was 
depress! o n 
3 in. long 
containi n g 
a clot, 
putty in 
color. 


























550 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 

ciation of tlie energy and interest shown by Mr. C. B. Shafer Evans 
in making an exhaustive preparation and study of innumerable sec- 
tions of the uterus and placenta, that the microphotographs might 
demonstrate the ocular findings. 

CONCLUSIONS 

1. The present state of our knowledge permits a classification of 
three etiologic groups of accidental hemorrhage — (A) traumatic; (B) 
local degenerative or infiammatory changes in uterus, placenta, and 
decidua; (C) systemic or toxemic. 

2. The first group, though small, may be definitely placed; fre- 
quently this group is associated with one of the others. The definite 
relationships of the second and third groups have not been scientific- 
ally proven, though presumptively are valid. 

3. The symptomatic differentiation of the three groups has not been 
determined; the symptoms for the three groups, dependent upon the 
separation of the placenta, are identical; two extraneous findings may 
contribute to a strong presumptive diagnosis of the toxemic form — 
systemic signs of toxemia (albuminuria, increased blood pressure, 
blood chemistry), and a remarkable hardness of the uterus. 

4. A tenseness of the uterine wall is not an invai'iable concom- 
itant of ordinary ablatio, for it has been observed in onlj’’ 20 per cent 
of 306 cases of ablatio reported. In ordinary ablatio, the consistencj'’ 
of the uterus may vary from rigidity to extreme fiaccidity. It is 
strongly emphasized that tenseness is not a typical sign of ordinarj’ 
ablatio. 

5. Extreme rigidity of the uterine wall may be a pathognomonic sign 
of toxemic apoplexy. 

6. A positive recognition of toxemic apoplexy is possible only by 
inspection of the uterus in life, or on the postmortem table. 

7. Irrespective of the etiology, all cases of accidental hemorrhage 
may have the blood absolutely concealed, or relatively concealed; it is 
emphasized that symptomatically and clinically they are expressions 
of identical processes, the former being merely the precursor of the 
latter. 

8. Absolute concealment merely means that mechanical hindrances 
preclude the escape of blood. "When canalization takes place between 
uterus and placenta and membranes, then the blood appears exter- 
nally ; and have the relatively concealed tj’-pe. 

9. The one and only difference between the two above forms is the 
emdence of external hemorrhage; other than external hemorrhage, no 
symptom or sjunptom complex may appear in the one or be absent 
which may not be equally prominent or absent in the other. 
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10. Too often accidental hemorrliage is only diagnosticated when 
external bleeding appears, either promptly after the onset of trouble, 
or after many hours of absolute concealment. This delay in recogni- 
tion is responsible for the higher death rate in absolute concealment 
over relatively concealed eases. 

11. As emesis, faintness, loss of consciousness, abdominal discom- 
fort to severe pain are the common early symptoms of ablatio, their 
occurrence, one or all, in a woman in advanced pregnancy should 
arouse the strongest suspicion of a possible premature detachment. 

12. The symptom complex of eclampsia is markedly different from 
that of toxemic apoplexy. So far as we now know the pathologic 
findings in the liver alone show very many characteristic differences. 
The coincident attack of eclampsia and toxemic apoplexy strongly 
suggests that two intense poisons are liberated, producing diverse 
symptoms. 

13. Prompt recognition of ablatio determines the happy outcome 
more than any particular method of delivery which may be elected. 

14. Usually cases may be best treated by vaginal delivery; digital 
dilatation, version, rapid extraction (with firm fundal pressure), man- 
ual removal of the placenta, postpartum uterovaginal tamponade, 
secure the best results. 

15. Cesarean section should be reserved for severe cases with a tight 
cervix, or for fulminating types. 

16. The routine removal of the uterus in the toxemic types should 
be deprecated. Hysterectomy should be reserved for those uteri which 
do not retract, or for possible infection. 

17. The mortality rates based on statistics compiled from the lit- 
erature are too high. Early recognition of the condition with prompt 
delivery should reduce the mortality from 30 or 50 per cent to a 
normal rate of j 5 or 10 per cent. 
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SOME OBSERVATIONS ON PLACENTAL INFARCTS'* 

By Fred L. Adair, M.A., M.D., Minneapolis, Minn. 

T he name “infarct” as applied to tlie luunan placenta lias been 
ratlier loosely used to cover a large group of degenerative processes 
of nnknoivn origin. In general the name is applied to well defined 
areas of whitish, yellow, or red color as well as more extensive de- 
generative processes in the interior or on either the fetal or maternal 
surface of the placenta. Whether all these morphologic changes are 
produced by the same process, and whether or not they are due to a 
single or a multitude of causes has not been definitely determined. 
The name implies that the condition arises from circulatory derange- 
ment such as embolism or thrombosis. Wliether or not these condi- 
tions have such a causation stiU remains in doubt. 

In order to have a clear understanding of the possible etiology it 
is necessary to have a proper grasp of the placental circulation. The 
placenta is a rapidly developed organ arising from the chorion fron- 
dosum which early becomes differentiated from the chorion laeve. In 
the early weeks we haim the vitelline circulation which is later re- 
placed by the established fetal circulation thimugh which the blood 
is carried to and from the placenta, making a complete arteriovenous 
circuit vdth a capillary system having afferent and efferent vessels to 
and from the chorionic villi. The villi, originally rather simple finger- 
like processes, become extremely complicated arborescent masses 
which have a much more complicated circulation than the primary 
ifilli. The placenta is not only a rapidly developed but a very large 
and complicated structure, being exceeded in size as well as intricacy 
by very few organs in the maternal body, to say nothing of those 
in the fetus. The placenta is unlike any other organ in the human 
body in its circulatory arrangement, ivhich is bipartite, the fetal cir- 
culation on the one side and the maternal on the other. ■ The only 
organ in the human body to which it might be compared is the 

•Read at Uie Forty-eighth Annual Meeting of the American Gynecological Society, 
Hot Springs, Va., May 21-23, 1923. 
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liver with its portal circulation on the one hand, and the hepatic 
on the other. The relationship of these two circulations was long 
clouded in ohscuritj^ and the maternal circulation of the placenta has 
only within recent years been definitely understood. It is well estab- 
lished that the two are independent so far as direct fluid and cellular 
interchange is concerned. The maternal eirculation reaches the 
placenta through the curling arteries of the uterus, communicates with 
the marginal sinus of the placenta, the blood enters the intervillous 
spaces, and bathes the villi. Tliis large amount of blood which lies 
in the intervillous spaces and the marginal sinus ultimately returns 
to the systemic maternal eirculation through specially developed veins 
in the uterus. It would he very easy to have degenerative processes 
arise in the placenta through any disturbance of either one of these 
two circulations. On the fetal side embolism or disease of the arterial 
or venous walls might easilj^ result in tissue necrosis. On the maternal 
side congestion, either active or passive, or thrombosis might well 
result in the death of placental tissue. It goes Avithout saying that 
rupture of either fetal vessels or maternal sinuses Avith resultant 
hemorrhage in the tissues might produce degenerative processes in 
the tissues. These changes in the placenta might then dcA^elop as a 
result of trophic disturbances arising, incidentally to the rapid growth 
and development of the placenta, from circulatory disturbance coming 
about through anything aflecting the lumina of the A^essels, the Avails 
of the vessels, or pressing on the walls of the vessels from without, 
which might result in the death of the highly differentiated placental 
tissue. This degenerative process might also be the result of the 
action of toxic material circulating in either fetal or maternal blood. 
Attempts have been made to associate these degenerative conditions 
Avith toxemias of pregnancy and nephritis. Granting that these 
changes are associated Avith toxemias of pregnancy it remains an open 
question as to Avhether they are an etiologic factor in producing 
these toxic disturbances or simply the result of the toxins circulating 
in the blood. If the former supposition is correct, we are still in 
the dark as to what produces the placental changes. If the latter 
is correct, Ave still have no explanation of the origin of these toxemias. 
If these degenerative conditions in the placenta are to be regarded 
as the cause of eclampsia, they should be constantly present and 
associated Avith the disease unless there is some antecedent condition 
in the placenta AAdiich has been overlooked and ultimately leads to 
the formation of these degenerative changes. If these conditions 
are the result of pregnancy toxemia, they need not, of course, be 
constantly present but Avould be rather frequently associated Avith the 
condition. It is possibk, of course, that the same condition which 
produces the toxemia in the mother AAdth degenerative changes in 
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Fig. 1-A. 



, Fig. l-iB. 

, , 1- — Fulminant case of eclampsia with convulsions. Placenta showed old white 
mtarcts and recent hemorrhages. A, Photomicrograph showing old area of degenera- 
tion. B, circumscribed hemorrhage, diffuse hemorrhages and marked congestion. 

her organs, which also affects the fetus even to causing its death, 
might also affect the placenta Avhieh is the intermediary organ be- 
tween these two living organisms. The occurrence of the placental 
changes could he explained consistently with either the fetal or 
maternal origin of these toxemias. 
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With, these introductory remarks we will pass to a more definite 
consideration of the so-called placental infarcts. 

In Von Winckel's EandMich (1906) they are described as nodes or layers of 
fibrin -whieli occur frequently in the placenta, sometimes as amorphous, homogeneous 
layers. They are especially apt to occur -where fibrin may be formed, as on the sur- 
face of- the decidua basalis and septa placentae. They are absent at the opening 
of the blood vessels and in the intervillous, spaces. Thin layers of fibrin occur on 
the outer surface of the chorionic membrane, especially near the periphery of the 
placenta. Irregular strips or masses involving the tips of a large or small num- 
ber of villi in the middle of the placenta are to be found. The source of the 
fibrin is thought to be from the decidua. This author states that he has seen endo- 
thelium lying over the layers of fibrin on the basalis. He considers possible a 
similar decidual origin in the septa of the placenta. He thinks it is not to be 
denied that occasional blood clots occur in the intervillous spaces which result in 
fibrin formation. Langhans’ school thinks that the basis of the fibrin forma- 
tion is from the inner layer of the epithelium of the chorionic villi, klinot con- 
siders that the basis of the fibrin formation is the villous syncytium. 

Aschoff (Patliologisclie Anatomic, 1913) states that these infarcts are the 
most frequent change in the placenta and are the result of some circulatory dis- 
turbance. They usually appear as yello-wish white areas in the basal layer and 
extend a greater or less distance into the placental tissue. They also occur less 
frequently as subchorionic masses. The microscopic appearance is that of densely 
compressed and fused villi which make up the white infarct, or there may be a 
mass of clotted blood surrounded by a capsule. The conditions result from 
a disturbance of the intervillous circulation which deprives the villi of their sur- 
rounding blood, or there may be a sudden outpouring of blood into these spaces 
which separates the placental tissue leaving a shell of surrounding tissue. These 
changes may result from destruction or injury to the maternal vessels, either 
arteries or veins, by the ingrowth of fetal cells. 

Prankl, in Liepmann's Eandbuch der Franenheilhunde (1914), describes in- 
farcts as yellowish masses of varying sizes, occurring on the fetal or maternal 
surfaces of the placenta. They are more frequently located near the margin of 
the placenta. Small ones occur frequently, but the larger ones are to be re- 
garded as pathologic. They are relatively ’ frequent in lues and nephritis. Tliey 
are often found when there is no illness in the mother. The microscopic pic- 
ture shows the degenerated stroma of villi which have lost their epithelium. There 
are masses of fibrin in the intervillous spaces and the villi are matted together. 
He agrees with Hitschmaun and Hindenthal that the destruction of the villous 
epithelium leads to fibrin formation which results in the degeneration of the 
villi and their stroma giving rise to infarct formation. 

Sarway, in Doderlein’s Eandbiich (1915), states' that these iufarcts are fre- 
quently found in placental tissue as changes with 'fibrin formation which result 
from coagulation necrosis. These areas are bright yellow or white, round or oval, 
sometimes several centimeters in diameter. They may be more or less indurated. 
Ihere may be flattened or nodular areas, sometimes wedge shaped, located on 
either the fetal or the maternal surface of the placenta, usually not lying deeply 
in the placental tissue. Islands may occur in the middle of the placenta which 
have been designated as infarcts by Aekermann. The site of preference' for 
the infarct is at the margin of the placenta. According to Seitz the origin of 
infarcts is not uniform and is thought to Tesult from inflammatory processes in 
the decidua, the chorionic epithelium or chorionic vessels. They may also result from 
other pathologic conditions. Macroscopic infarcts were found by Steffeek in one- 



556 


THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 



Fig. 2-A. 



Fie. 2. — Xo sign of toxemia. Twin pcegnancy. One twin died about fifth month 
of gestation and was delivered as fetus compressus. Other twin delivered alive at 
term. A, Photomicrograph of area in placenta of normal living twin. Marked con- 
gestion near margin. B, Photomicrograpli of placenta from fetus compressus. Marked 
degeneration with extreme vascular changes. 


half of all cases; by 'Williams in nearly 64 per cent of all cases. These authors 
agree with Hitschmann and Lindenthal that microscopic infarcts appear in prac- 
tically all placentae. Bumm thinks that the origin is from stagnation of ma- 
ternal blood in the intervillous spaces, the formation of a blood clot with result- 
ing necrosis of the surrounuding villi and decidual masses. Sarway thinks that 
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the peripheral infarct should not be confused 'with the placenta marginata or 
circumvallata. While these processes are to be regarded as pathologic, they are 
not inconsistent -with the life and health of mother and fetus unless veiy extensive, 
when this condition may result in fetal death. 

Frank (Obstetrical and Gynecological Pathology, 1922) states that these in- 
farcts are -whitish or yello■^^'ish in color, varying in size and shape (round, oval or 
wedge shaped, a few millimeters in diameter or occupying one-eighth to one-fourth 
of the placenta). They are of frequent occurrence and appear on both fetal and 
maternal surfaces. They are firm, avascular, sometimes retracted below the gen- 
eral surface level. They are of no importance unless they cover a large area or 
are numerous. They may lead to faulty nutrition and death of the fetus. He 
states that they are often associated with nephritis and syphilis, but are not to be 
considered as pathognomonic of any disease. Microscopically, they show degenera- 
tion of the villi with fibrin formation. The villi at first appear swollen, the ves- 
sels are obliterated but the epithelial covering seems to be 'umll preserved. Later 
the villi become ill-defined shadows, without definition or cellular covering, lying 
amid fibrillar, hyalin or granular fibrin. The causes may be either an endarteritis 
of the fetal vessels, or a thrombosis in the intervillous space wdiich is probably 
due to destruction of the chorionic epithelium. 

The above expressions of opinion from well-kno-wn sources indicate 
that opinions are not fully crystallized regarding the origin and signif- 
icance of these so-called infarcts. 

There are a number of things to consider in reference to the causa- 
tion of these localized degenerative changes. One can group the 
theories regarding the etiology into those which place the factors on 
the maternal side, and those ivhich locate them on the fetal side. 
Among different possible underlying maternal conditions may be men- 
tioned (1) vascular changes including thrombosis, (2) hemorrhages 
into the intervillous spaces, (3) degeneration of decidual areas. These 
conditions are supposed to occur as retrogressive changes resulting 
from senility of the organ, various infections, acute or chronic, as 
syphilis or toxic conditions resulting from nephritis and eclampsia. The 
fetal tissue changes which are held responsible for these infarcts are 

(1) vascular changes, as periarteritis, endarteritis, and thrombosis, 

(2) stroma changes in the villi, (3) cellular changes involving the 
fetal ectoderm or chorionic epithelium. The last mentioned changes 
may be considered to arise directly from changes on the fetal side 
or indirectly from changes in the decidua, some interference with the 
intervillous circulation or as the result of deleterious matter occurring 
in the maternal circulation. We have further to consider the relation- 
ship of different localized degenerative processes to one another. They 
occur in various locations in the placenta and we have varying gross 
and microscopic appearances. It is very important to know if these 
degenerations are all a part of the same pathologic picture and 
whether or not the same fundamental cause is responsible for the 
occurrence of these apparently different conditions. 
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Cruveilllier believed that the various conditions seen were parts of the same 
process in that he could trace the transition from the red to white infarcts. In his 
opinion the underlying cause was maternal, due to an atrophy resulting from a 



Fig. S-A. 



Fig. Z-B. 

Fig. 3. — Case witli marked preeclamptic symptoms. Placenta showed areas of 
softening and also red and white infarcts. A, Cross sections showing a white infarct 
and a red infarct which has become Incapsulated. B, Photomicrograph of a white 
infarct with vascular changes. 


laceration of the maternal vessels, resulting from a localized separation of the 
placenta from its decidua. Others accepted his views. 

Branchet advanced the theorj* of an inflammatory exudate. This idea was ac- 
cepted by others, and Scanzoni applied the term hepatization to some of these 
placental changes. 
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Bohr thought thickening of certain maternal vessels with thrombosis was re- 
sponsible for these infarcts. 

StefEeck attributed the primary origin of all infarcts to decidual changes.^ 
Young accepts interference with the maternal circulation on either arterial or 
venous side as the causation of placental infarction. He considers that the red 



^Pig. 4 . Case with marked preeclamptic symptoms. Placenta showed numerous 

white infarcts varying: in size and location. Some infarcts with brownish centers 
and some red infarcts. Cross sections of some of these infarcts showing apparent 
transitional stages from red to white. 



Pig. 5. — Normal pregnancy. No signs of toxemia. Placenta showed degenerative 
changes with white infarcts. Photomicrograph showing vascular changes and a white 
infarct made up of degenerated villi and definitely bounded by a fibro-vascular septum. 


and white infarcts are steps to the same process. He further believes that the 
autolj tic changes set up by this death of placental tissue are responsible for 
eclampsia, and lie bases a theory of etiology for eclampsia on liis observations. 
Franke accepts maternal vascular changes as a causative factor in placental in- 
farcts, and considers necrosis of the decidua to be a causative factor. It is his 
belief that the different appearances are differences of degree as well as different 
stages, and that all liarpc the same underlying causes. 
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Robm -was an early cliampion of tlie fetal origin of these infarcts and at- 
tributed them to a fibrosis of the villi rvitli associated fatty changes. Barnes also 
considered the condition to be one of fatty degeneration. 

Ackermann and Hoffman were perhaps the first to enunciate clearly the theory 
of fetal vascular changes. At first they stressed the periarteritis of the fetal 
vessels; this results in some coagulation necrosis of the villi which in 
turn sets free certain substances wliicli cause changes in the surrounding ma- 
ternal blood, resulting in coagulation in the intervillous spaces with ultimate 
fibrin formation which brings about matting together of the villi. 

Spaeth and Wedl, also Langhans, have emphasized fibrin formation as the im- 
portant factor in infarct formation. 

Later Ackermann was led to alter his previous theory and placed more emphasis 
on endarteritis than periarteritis of the fetal vessels, and changed his viewpoint 
regarding the importance of the coagulation of the maternal blood to one in 
favor of cell necrosis with hyaline and fibrinous formation. This view has been 
accepted by others, and Williams elaborated and corroborated the importance of 
endarteritis of the fetal vessels in relation to the formation of these white in- 
farcts. He stated that "the vast majority of infarcts, wherever situated, are 
fetal in origin, and their only maternal consistuent is the fibrin, which has re- 
sulted from the coagulation of the blood in the intervillous spaces.” 

Hitschmann considered that alteration and loss of chorionic epithelium, which 
usually occurs in the last weeks of pregnancy, cause fibrin deposits and infarct 
formation. It is possible that the vascular changes resulting from such toxic 
conditions as nephritis and eclampsia may also affect the placental blood vessels 
with the production of infarcts and hemorrhages. 

Kussaner in a study of cysts on the fetal surface of the placenta thought he 
could trace some relationship between these cysts and white infarcts and they 
might be considered to be the result of central necrosis with liquefaction of the 
circumscribed degenerative areas. 

The theory that infection and inflanimatoiy processes are respon- 
sible for the presence of infarcts has been advocated by Favre and 
others. This idea has not been very widely accepted. A few men 
have made cultures from these infarcts with negative results. In 
only a small minority of the eases do we find definite evidence of 
active inflammatory processes. While these processes may be a factor 
in the causation of a few of these degenerative changes, it could hardly 
be accepted as a general cause for placental infarcts. 

It is, therefore, e^ddent that there is considerable diversity of 
opinion regardmg both the etiology and significance of placental 
infarcts. One very important question to decide is whether or not 
they are an etiologic factor in the toxemias of pregnancy. 

Young is one of the most recent ardent advocates of the theory 
that local autolytic changes in the placenta are responsible for the 
existence of pregnancj^ toxemia. If the placenta is retained suffi- 
ciently long following these changes, infarct formation will, in his 
opinion, result. There are a number of difficulties in the wa 3 ^ of the 
unqualified acceptance of this theory. (1) It is quite apparent that 
old white infarcts cannot be responsible for toxemia. One frequentl 3 ’' 
observes these wliite infarcts in cases who have presented no signs 
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Fig. 6-B. 

Fig. G. — Normal pregnancy with no signs of toxemia. Placenta showed marked 
evidence of degeneration. There was a rather large necrotic area surrounded by 
nbrous tissue. Aj Photomicrograph from markedly degenerated area showing the 
blood vessels. B, Photomicrograph showing vessels from normal area in this placenta 


more frequent in toxic cases, they still do not seem to be limited 
to cases presenting a true eclamptic toxemia. (3) It is difficult to 
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demonstrate gross and microscopic changes in all placentae from cases 
of toxemia, and wliUe both old and recently degenerated processes 
are often present, there are a considerable number of normal placentae 
from these cases which cannot be differentiated from placentae de- 
livered from eases, which are apparently normal. (4) One quite fre- 
quently finds changes in placentae from cases who present no clinical 
signs of toxemia in which changes which are both maeroscopieally 
and microscopically like those seen in the placentae from toxic cases. 
These arguments would seem to point toward placental changes as 
resultant and concomitant conditions rather than, fundamental 
etiologic factors in the causation of pregnancy toxemia. 

Whether or not we accept the idea that these localized degenera- 
tions in the placenta produce toxins which, when absorbed, give rise 
to pathologic conditions in the mother, we are, nevertheless, not in 
a position to recognize that all of these processes are not necessarily 



Fie. 7-A. 

Fig:. 7. — No signs of toxemia. Placenta showed interstitial red or hemorrhagic 
Infarcts. A, Cross section througli a large red infarct near the margin of the placenta. 
B, Photomicrograph showing a hemorrhagic area surrounded bj' fibrin, decidua, and 
degenerated villi. There are aiso large areas of compact villi showing fairly normal 
villi sharply demarcated from degenerated villi. G, Large hemorrhagic area with 
evidence of old and recent hemorrhage ; a large fibrin deposit. Scattered villi are 
found in tliese areas. 


due to the same factors. On the one hand, to accept Young’s theoiy 
is not inconsistent with the proposition that anything which causes 
recent destruction of placental tissue could be an indirect cause of 
the toxemia. If, on the other hand, we do not accept his theory, Ave 
ai'e quite justified in helieAung that these processes may result from 
any one of a number of different conditions, of Avhich the eclamptic 
toxemia is one. 

Y'e are also confronted Aidth the necessity of deciding vdiether 
all localized degeuerath'e processes in the placenta are the result of 
the same primary change, or whether thej^ have different underlying 
factors. The dh'ersity of adcavs among different obserA’^ers regarding 
the fundamental change hack of infarcts is in itself an argument for 
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the opinion that there are different underlying factors. Williams, I 
believe, now recognizes that fetal endarteritis is not the sole under- 
lying cause of placental infarcts. 
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all localized degenerative changes in the placenta may represent (1) 
different stages in the same process, or (2) separate and distinct 
processes. 

It is obvious that white infarcts do not occur ready made, and that 
they must go through some process of formation or development. 
One might, therefore, expect to find in the same placenta and in 
different placentae the presence of conditions which would ultimately 
lead to the formation of white infarcts. If one recognizes that Ave 
do find in placentae local processes of different gross and microscopic 
appearance, one is inclined to speculate as to hoAv many of these 
different processes would ultimately lead to the formation of white 
infarcts. Both the character and frequency of Avhite infarcts would 
indicate that it is a termuial stage of some one process or of a num- 
ber of changes ivhich liai'-e preceded it. 

One of the most striking changes Avliieh ive see in the placentae 
are the so-called red infarcts or localized hemorrhagic areas. This 
leads us to inquire as to the ultimate fate of these areas of degenera- 
tion. If there are no subsequent changes in these areas one must 
conclude either (1) that they represent a stationary process, or (2) 
that the placentae are all expelled before any subsequent changes 
take place. If neither one of these suppositions is true, Ave must find 
something in the placenta Avhieh represents a later stage in this proc- 
ess. The accuracy of either one of the above conclusions is highly 
improbable. 

What are then these transitional stages, and what is the final stage 
of retrogression, if any such stage or step is reached? One sees both 
gross and microscopic areas of hemorrhage which indicate the taking 
place of gradual changes as shoAAm by fibrin formation, encapsulation, 
change in color, and even areas of fibrinous and fibrous tissue con- 
taining old blood pigment with a central area haAung the appearance 
of old hemorrhage. It is not rare to see areas Avhieh haA^e the ap- 
pearance of successive processes as though there had been one small 
hemorrhagic area formed after another. It is not at all inconsistent 
or improbable to think that these hemorrhagic areas which haA’^e de- 
veloped a sufSeient length of time before the expulsion of the placenta 
may haA^e become what we are pleased to call, Avhite infarcts. 

We might then state tAA^o probable conclusions: (1) That Avhere 
Ave have fibrinous or fibrous tissue in fairly homogeneous masses, 
we are dealing with the terminal stage of a degenerative process; 
(2) where there are fresh hemorrhages or localized accumulations 
of blood, Ave are probably dealing with the beginning of some patho- 
logic process. 

Unfortunately, these factors do not seem to account for all the be- 
ginnings or endings seen in these localized degenerative areas. There 
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are certain wMte infarcts wMch. seem to be made np of quite solid 
masses of markedly degenerated villi, firmly matted togetlier, Tbey 
appear merely as shadows of their former selves, but still the shadows 
are distinct enough to enable one to recognize them as former villi. 
This might well be the terminal process, of which one sees the be- 
ginning in sharply demarcated areas where fairly well preserved 
villi may be seen in a rather compact mass, but showing some be- 
ginning of degeneration. It is not infrequent to see fibrinous and 
fibrous masses in decidual areas. One might easily be led to believe 
that the fresh hemorrhages which one sees in decidual areas rep- 
resent the beginning of such a process. Other areas are seen present- 
ing marked congestion of the villi and intervillous spaces. These 
areas are often quite well localized. As an advanced stage in this 
process, one sees well defined areas where there are numerous de- 
generated villi surrounded by marked fibrin deposits in the inter- 
villous spaces. 

It is not infrequent to find definite vascular changes in these 
placentae, both endarteritis and periarteritis. Some marked vascular 
changes appear to be secondary, others might well be primary changes. 
In some cases vascular changes are not demonstrable. 

Thrombosis of the vessels is occasionally seen, but is not frequent 
enough to account for all of the degeneration which is found in the 
placentae. Marked congestion and hemorrhagic areas are frequently 
seen. These may occur on the fetal surface, on the maternal surface, 
in the decidua or interstitial portion of the placenta. All of the 
hemorrhages which I have seen are apparently of maternal blood. In 
a few one sees definite evidence of localized inflammatory processes 
accompanying these degenerative processes. These have usually been 
on the maternal surface of the placenta. 

In conclusion one seems justified in stating : 

1. That all white infarcts do not fit into the same category, and 
probably result from a number of different processes. 

2. The most of these localized degenerative processes which are 
grouped under the name of placental infarcts might all lead to the 
formation of white infarcts if a sufficient length of time elapsed be- 
tween the time of their occurrence and the delivery of the placenta. 

3. A number of causes operate to produce these localized areas of 
degeneration in the placenta, among which may be mentioned vascular 
changes such as endarteritis, periarteritis, and thrombosis, localized 
hemorrhages which may result from static, traumatic, or toxic condi- 
tions. 

4. Disturbances of the afferent blood supply may be responsible for 
atrophic conditions resulting in degeneration of the areas supplied 



566 


THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


5. Infection and inflammatory processes may play a role in tlie 
causation of some of these degenerations. 
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THE TREND OP MODERN OBSTETRICS— WHAT IS THE 
DANGER? HOW CAN IT BE CHANGED ?'' 

By Brooke M. Anspach, M.D., Philadelphia, Pa. 

A T the present day, Nature no longer dominates the practice of 
obstetrics. The modern obstetrician no longer patiently aivaits 
her pleasure, assisting onlj'- tvhen it becomes evident that help is 
necessary. Today, on the slightest provocation and often on de- 
cidedly uncertain grounds, he takes matters into his own hands. He 
is not content even to await the onset of labor, but takes steps to 
induce it at the time when he believes the process should occur. After 
the cervix has become dilated, or when it is easily dilatable, he turns 
the child in utero, and delivers it feet first, or if the head of the child 
has reached the perineal floor, he completes delivery at once by means 
of episiotomy and the aid of forceps. If a case promises to be difS- 
cult, he ignores the natural channel of expulsion and delivers the child 
through an abdominal incision. 

What excuse does he give for thus interfering with the normal 
process of labor? He aims to alleviate the agony of labor, to shorten 
for the expectant mother the tedious hours of suffering, and inci- 
dentally to end the suspense and uncertainty as to when labor will 
begin. Such methods have become so prevalent that it has become 
necessary that we insist upon knowing whether the claims of their 
advocates are well founded. 

Unfortunatel}-, the average woman accepts the situation with 

*Rc.ad before the Fortv-eiirhtli Annual Meeting of tlie American Gj-necological So- 
ciety. Hot Springs, Virginia, May 21-K, 1023. 
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anspagh: the trend of modern obstetrics 

spring, taking it for granted tkat suck is not 
To a certain type of ivoman, fortunately rare, tie fate of tic ei 
is a secondary matter so long as sic herself is released from snffi 
The everwhelming majority of expectant ' 

once reject any procedure that increased tie risk to tie mto it. ■ 
quickly they would appreciate tie futility of shortening tie second 
stage of labor did they but know that tie most severe pains of labor 
and those most difficult to control occur during the first stage, when 
version and forceps are of no avail; and tliat in tlie second stage, ^Ylt i 
the constant and efficient aid of the acconchenr, anesthetics may he 
so administered as to almost nullify the distress of lahor. Indeed, she 
may well inquire whether these A^arions practices do more than mcielA 
bring on labor at a convenient time, and shorten its duration h,y an 
operative procedure for which full and complete anesthetization is 
necessary. 

Let us suppose that the patient now definitely asks the cost. 
Hoav do these methods of procedirre influence the subsequent con- 
dition of the mother and affect the fate of the child? IVhat liave 
the chief exponents of these ‘‘labor-saAdng” plans reported in the 
way of maternal and fetal mortality? 

Reed, who induces labor at the estimated term, by means of a tube 
or a bag in order to prevent oi'-ersize and disproportion between the 
child and the pelvis, reported a maternal mortality of 1 per cent and 
a fetal mortality of 6 per cent in 200 cases. Watson, Avho induces 
labor by administering castor oil and pituitrin, in 195 cases had no 
maternal mortality but had a fetal mortality of 6 per cent. 

It is not always easy to induce the uterine muscle to expel the 
fetus before the allotted time. All methods of inducing labor are 
accompanied Avith certain dangers from which they cannot be dis- 
associated. No matter how careful the technic or 'hoAv skillful the 
obstetrician, infection, separation of the placenta, prolapse of the 

cord, and death of the child from the injection of pituitary substance 
loom large as graA'^e. dangers. 

The method of shortening the second stage of labor as a routine 
procedure by the performance of version is an astonishing proposition 
to say the least, especially when no abnormalities are present and 
N^urq g.ves prouzi.e to deliver the patient i„ due time “s 

plan as routine version would he retold “ 

but the sldH and dexterity of the Xocat?o7r“'X 
been aMe, by virtue of hi ^ 
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would tend to lead the medical profession to consider seriously so 
remarkable a plan of treatment. It is not surprising, though, that 
even in the hands of the originator of routine version the fetal mor- 
tality should be high. 

Potter’s first report for the year ending August 31, 1920, gave a 
fetal mortality of 6.7 per cent. A striking fact in this report is that 
12 children who were born alive, died with convulsions during the 
first thirty-six to seventy-two hours. The following year’s report 
ending August 31, 1921, given in his book (“Version,” Mosby, 1922), 
is not entirelj’' clear, but he admits for version as an obstetric pro- 
cedure a fetal mortality of 2.3 per cent. In addition, it may be noted 
that in 1,130 eases he had 4 craniotomies and 100 cesarean sections. 
The unkind ci’itie might add that in difficult or abnormal cases, when 
possible, he had elected to employ the adbominal route. 

When we consider the proposition of De Lee, we are impressed, from 
the very beginning, with the fact that here there is actually debatable 
ground, and that we must not, even for a moment, compare the pro- 
phylactic use of forceps after an episiotomy with either Seed’s or 
Potter’s proposals. Indeed, there is some justification in the advocacj’’ 
of forceps used prophylactieally, and yet, after weighing the matter 
carefullj', even here one must decide that interference in a normal 
case as a routine measure is unwise, and that both the mother and the 
child will do better if Nature is permitted to take’ its course. De Lee, 
at present, furnishes no statistics, so far as we knoAV. His last report 
gave a gross fetal mortality of 3'.6 per cent in 9,258 cases, but assur- 
edly these cases were not all treated prophylactieally with forceps. 

As compared to a difficult forceps or A’^ersion operation, cesarean 
section is a simple operative procedure, but we agree with Holmes that it 
is a grave mistake to believe that cesarean section is accompanied with 
less danger than is attendant on Avhat may be termed a tolerably diffi- 
cult forceps or A'^ersion delivery. No one will deny that in difficult 
cases a larger proportion of living babies are secured by this method, 
but there often follows a certain morbidity that remains AAuth the 
woman throughout her life. 

If a young woman were asked to decide betAveen a cesarean section 
and a Ihdng child, and a difficult labor with the risk of losing the 
infant, she AAmuld be wise to choose the latter method.. A young 
woman may lose her first baby, and yet may later bear numerous 
other children. In fact, in the writer’s experience, difficult first labors 
are not uncommon in healthy young women due to rigidity of the soft 
parts alone, and while the first labor may be prolonged and tedious, 
and in exceptional cases the infants may perish, subsequent pregnan- 
cies may terminate normally and easily. Being assured of this fact, 
how much more complacently would the Avoman look forward to a 
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natural birtli than to a second abdominal operation? There is con- 
siderable truth in the epigram, “Once a cesarean, always a cesarean.’ 

What about the dangers of interference with the natural processes 
of labor? Is not the risk to both mother and child increased mate- 
rially? Holmes, three or four years ago, declared that, in spite of the 
introduction of aseptic methods, the mortality rate in obstetrics had 
not been lowered, whereas in all other branches of surgery antiseptics 
and anesthetics had markedly reduced the mortality. As a reason for 
this, he pointed to the unjustifiable interference with Nature’s process 
of deliTery. 

Ehrenfest has called our attention to the fact that in at least 40 
per cent of all properly performed autopsies on stillborn infants and 
those dying within the first few days after birth, intracranial trau- 
matic lesions of some kind are discovered. Although it is true that 
such traumatisms liaise been known to follow spontaneous labor, in 
by far the larger number of instances severe traumata are observed 
to follow delivery by artificial means, or bj^ the use of instruments. 
“However,” says Ehrenfest, “careful consideration of the various 
mechanical factors directly responsible for the traumatization of the 
child would seem to lead to the inevitable deduction that a higher 
incidence of injuries must be looked for, if the teachings of some of 
our ultramodern obstetricians should prevail. No amount of personal 
technical skill, unavoidably acquired at the cost of many fetal lives, in 
my belief, could neutralize the augmented risks to the child of a 
routine version, followed by immediate extraction, of forceps extrac- 
tions seriously recommended even on the high head for the sole pur- 
pose of shortening the suffering of the parturient woman, or made 
necessary by the elimination of important accessory expulsive force 
in twilight sleep. No personal effort of the accoucheur could obviate 
the dangers of a sudden and excessive compression of the fetal head 
quickly forced through an unyielding birth channel by a large dose 
of pituitrin.” 

“Most clearly,” this observer declares, “it has become the duty of 
those who advocate the artificial termination of labor under genei’al 
anesthesia in order to overcome the unquestionably slower and more 
painful process of spontaneous delivery, to prove that such methods do 
not imply a greater immediate and later risk to the life and health 
of the infant.” 

Eden also declares himself against routine interference, and as- 
serts that “one of the first principles in the conduct of labor is non- 
interference. We are passing now,” he says, “through a phase of 
meddlesome midwifery which should be viewed with great concern. 

Operative delivery should not be resorted to unless absolutely neces- 
sary. ’ ’ 
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■What, then, may we expect the fetal mortality to be in conserva- 
tively conducted labor, and how does it compare with the results of 
the routine methods employed at present? If we read the report on 
the mid'wife by Nicholson, we find that in 51,693 certified deliveries 
in the city of Philadelphia, there was a fetal mortality of 2% per 
cent, and a maternal mortality of % of 1 per cent. From this it 
might appear that the modern obstetrician is a distinct menace to the 
communit 3 ^ The truth of the matter, however, is that the obstetihcian 
is able to beat these figures, which look better than they really are, 
for obvious reasons, when he adheres strictly to asepsis and pursues a 
rational polic 3 ^ This is shown by the excellent report of Polak, whose 
fetal mortality in 12,000 consecutive eases was 2.5 per cent, and by 
the admirable work of Beck, who wrote on the subject, “Is Inter- 
ference Justifiable After Twenty-Pour Hours of Labor When No Other 
Indication Is Present?” In the latter’s series there were 1,138 pro- 
longed labors ; spontaneous deliveries were effected in 1,125, and the 
total infant mortality up to two weeks was 3 per cent. We would 
recommend a careful persual of Beck’s paper to all those who rou- 
tinely interfere with labor on the plea of lowering mortality and mor- 
bidity for both mother and child. Let us draw particular attention 
to his closing words: “Our only conclusion, therefore, against the 
routine advocated in this paper is that it calls for considerable courage 
and is accompanied with considerable worry on the part of the attend-- 
ing obstetrician.” 

Statistics must, of course, be carefully scrutinized before we accept 
them at their face value, and in the determination of the fetal 
mortalitj- as influenced by the methods emploj^ed in delivery, we 
should exclude the fetal deaths which, beyond any reasonable doubt, 
are due to causes other than the methods emploj'^ed. Potter, in his 
book (“"^^ersion,” Mosby, 1922), has attempted to do this, for he 
states definite!}' that version has a mortality of 2.3 per cent. In 
arriving at that conclusion it appears that he has excluded all those 
fetal deaths that maj’- be designated as unavoidable and as entirely 
independent of the method of delivery emploj’^ed. As illustrative of 
this, the same purpose is evident in the statement of Danforth, an ad- 
vocate of conservative treatment; he reports 500 clinic and private 
cases, showing a gross infant mortality of 3.6 per cent, and a corrected 
fetal mortality of 1.14 per cent. The importance of making this dis- 
tinction is shown in a series of 400 consecutive private eases of our 
own. Ever}' private case from the very beginning of practice down 
to the present time, has been included, the last of the 400 being de- 
livered jMa}' 4, 1923. These cases, be it clearty understood, were cared 
for from the beginning to the end of pregnanej^ and were not those 
seen in consultation after labor had begun, nor those seen for the 
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first time within the last three weeks of ' pregnancy ; there were no 
elinie cases; and none was delivered prematurely — ^that is, more than 
three weeks from estimated term. In this series of 400 cases there 
were nine fetal deaths— a fetal mortality of 2.25 per cent — and no 
maternal deaths. 

Six of the deaths could not he attributed to the method of delivery 

^they would have occurred regardless of the technic employed, and 

should, therefore, be excluded, since they were unavoidable. The 
reader is requested to review them critically. 

Ca.se 1.— Small, undersized twin— other one living and well; no dlffieulty in de- 
livery; bom alive, but died of inanition within twelve hours. 

Case 2. — Child was dead before labor started; placental apoplexy; eclampsia; 
accidental hemorrhage; normal labor. 

Case 3.— Child died just before or early in labor; mother missed movement; 
no heart sounds, although heard plainly the day before; labor was normal and 
lasted fourteen hours; membranes ruptured after head was on the perineum and 
the amniotic sae was distending the vulvar outlet; child normal in appearance; 
autopsy and Wassermann negative. Only explanation is accidental compression of 
the cord. 

Case 4. — Child died within twenty-four hours of birth; congenital heart disease 
(autopsy) ; normal labor. 

Case 5. — Child died witliin twenty-four hours; hydrocephalus and infant idiotic 
in appearance; normal labor. 

Case 6. — Child died on fifth day from pneumonia; multipara; normal, spon- 
taneous labor — six hours. Autopsy and Wassermann negative, except for pneumonia. 

In tbe judgment of tbe reader, should not these cases be classed as 
unavoidable deaths, independent of any method of delivery? 

There were 3 deaths that we may consider as avoidable and di- 
rectly concerned with the method of delivery. 

Case 1. — Central placenta previa; young woman; first baby; version; this was 
done deliberately to save the mother, but a cesarean section would probably have 
saved both mother and child. 

Case 2. ^Death within twenty-four hours of labor; multipara, forty-two years 
old; high forceps; oeeipitoposterior position; cervix not completely dilated, but 
dilatable; interference here was premature; further delay or the use of a Voorhees 
hag or version might have avoided this fatality. 

Case 3.— Death from pneumonia on eighth day; an oeeipitoposterior position in 
a 30 year old primipara; the child was resuscitated with difBculty; the same criti- 
cism as m case 2, might be made of the conduct of this case. 

If the methods of delivery alone are considered, in aU there were 3 
deaths in 394 cases, or a fetal mortality of 0.76 of 1 per cent. There 
were 215 primiparae; 185 multiparae. There were 36 high and mid- 
forceps; 44 low forceps; 1 version for placenta previa; 3' induced 
labors for toxemia; 4 pairs of twins; 16 breech presentations. Ce- 
sarean section was done iu 10 for the following indications- 
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Case 1. — Distortion of tlie uterus following ventrofixation; no progi-ess after 
8 hours of labor. 

Case 2. — ^Increasing blood pressure and preeclamptic toxemia ten days before 
term; short, stocky primipara. 

Case 3. — ^Funnel pehus, history of previous difficult labor, and dead child. 

Case 4. — Cicatricial contraction of vagina and ceiwix, history of previous dif- 
ficult delivery and dead child. 

Case 5. — Small pelvis (internal conjugate 8), large child — 10 pounds 5 ounces; 
no progress after test of labor; cerrtx edematous. 

Case 6. — Previous cesarean section, and early in married life, before concep- 
tion, multiple myomectomy incisions in fundus (Porro operation). 

Case 7. — Multipara of forty-one; dystocia from rigid cervis following cervical 
repair; no progress after 12 hours, and use of Voorhees bag. 

Case 8. — ^Pregnancy in right liorn of a uterus bicornis; malpresentation and liis- 
tory of two stillbirths. 

Case 9. — Pregnancy in the left hom of the uterus hioonis of the same i)atieni 
two years later (Porro operation). 

Case 10. — Preeclamptic toxemia, placenta previa and transverse position of in- 
fant. 

We are aware that this is a small series of cases, and attach value 
to the lessons it teaches only because it includes every case, and so 
far as we can see gives an adequate estimate of unavoidable and 
avoidable fetal mortality. 

Moreover, it has afforded us ample opportunity to observe the value 
of patient waiting in the practice of obstetrics. Harrar has aptly 
expressed it, “Patience in obstetrics is next to asepsis, but it must 
be the active patience of close observation; not the passive patience 
of ignorance, allowing the mother to become totally exhausted or the 
baby in imminent peril of death before determining a line of action.” 

Perhaps the most trying cases were the dry labors, with ineffective 
pains and very slow dilatation of the cervix. Here the Voorhees 
bag has been of the greatest help, for by its use alone delivery has 
often been affected. 

In the entire series verj^ careful antenatal treatment was carried 
out throughout pregnancy, and we are firmly convinced that in this 
waj”- the size of the child can be considerably influenced. During 
labor ,the expectant plan was adopted, and intei’ference was never 
undertaken until danger threatened the mother or child. 

The point we wish to make is that practiced in this way, obstetrics 
is a difficult proposition, and that some babies are likely to be lost 
because the obstetrician is unfit at the time he is called upon to act. 
The most frequent error of commission is to attempt delivery before 
the os is comiiletely dilated, and to this cause we attribute two fetal 
deaths in our series. Not infrequently, the importunities of the 
family and of the patient prevail, and although the obstetrical at- 
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tendant may be suceessM in. spite of this handicap, in the long run 
he will do better if he uses a bag or waits until the cervix is fully 
dilated. 

Granting that conservative obstetrics give the best results, we 
should endeavor to .surround the patient and the attending obstet- 
rician with the most ideal conditions, so that wliBncv&T Icihor' hogins, 
the patient will have adequate and skilled attention throughout, no ■ 
matter hotv long it lasts. But to practice obstetrics in this way— -pa- 
tiently to wait, taking no thought of one’s convenience, forcing one’s 
self to the limit of endurance — is, in our experience, so laborioils a 
task that it seems almost impossible for a man to continue it in- 
definitely. How many of us have struggled wearily through the 
night, only to be confronted in the morning by some grave obstetric 
problem that we had to meet promptly and effectually if we were 
not to lose both patients! Dare we hesitate to ask whether many 
of the methods for the conduct of obstetrics that have arisen in 
later years have, wittingly or unwittingly, been originated primarily 
for the benefit of the harassed obstetrician, and thus secondarily, of 
course, for the benefit of the patient? Furthermore, has not the 
drudgery of this work kept many physicians and nurses from prac- 
ticing obstetrics, or induced them to abandon it just when they had 
had enough experience to render them really valuable? 

At a meeting of this Society two years ago, we suggested, as a 
remedy, the formation of obstetrical partnership in maternity hos- 
pitals. There seemed to be considerable doubt as to whether such a 
plan would be feasible. There is a conviction in the minds of many 
that the pregnant woman pins her faith to one man, and would be 
disinclined to employ as accoucheurs a partnership of two or three, 
any one of whom she might happen to get as her immediate attend- 
ant. The objection has been raised that a case started with one 
man could not be turned over to another without resulting disad- 
vantage to the patient. Personally, we believe that the disadvantages 
are more fancied than real, and that the woman would soon realize 
what this meant to her and would become an enthusiastic supporter 
of the plan. If such a plan came to pass, fetal and maternal mortality 
and morbidity statistics would improve, and the pernicious practices 

now in vogue would disappear, since they would no longer be at- 
tractive. 

In closing this paper, we wish to pay tribute to Potter and to De 
Lee for their contributions to the art of obstetrics. Potter has 
added ^ to our knowledge of version and breech extraction. We 
have little doubt that in many posterior positions of the occiput 
his plan may take the place of axistraetion forceps and of Scan- 
zoni’s maneuver, and give better results. His work marks a distinct 
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advance in the development of the technic of version. It is to be 
deplored, however, that he does version routinely. On two occasions 
we have seen De Lee perform his prophylactic forceps operation; it 
was a masterly demonstration, and we wish to add our congratula- 
tions on his achievement. When the head is delayed in the second 
stage, and immediate delivery is indicated, the method of De Lee can- 
not be surpassed. The obvious criticism of these methods of starting 
or terminating labor artificially, is that we have not yet shown that 
in this way we can improve on the normal process. 

CONCLUSIONS 

1. Routine induction, routine version, and routine prophylactic for- 
ceps, increase the danger of childbirth to both-mother and child. 

2. Labor should not be started or ended routineljL Induction for- 
ceps and version should not be employed unless they are definitely in- 
dicated in the individual case for the sake of either the mother or 
the child. 

3. There is an unavoidable fetal mortality in labor of from 1.5 
to 2 per cent; in other words, that proportion of infants at term will 
be born dead, irrespective of the methods employed. In reporting a 
series, the details of every fetal death should be given. The avoidable 
fetal mortality in conservative obstetrics may be estimated at about 1 
per cent. 

4. The woman in labor should have constant and continuous at- 
tendance of a competent obstetrician, throughout labor, no matter 
xolien it starts or how long it lasts. 

5. The practice of obstetrics should be carried on by obstetrical 
partnerships; when this practice comes into vogue, objectionable rou- 
tine methods will be abandoned and maternal and fetal mortality 
statistics will improve. 
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weight in PREGNANCY; ITS VALUE AS A ROUTINE TEST^= 

By C. Heney Davis, M.D., P.A.C.H, Milwaukee, Wis. 

R outine recording of a patient’s weight during pregnancy has 
given ver 5 '' valuable information, Zangemeister, in 1916, 
showed how such records were of value especially in case of edema, 
but thus far no one has seriously urged the addition of this third test 
in prenatal work. In this paper further data will be presented 
with the hope of establishing its importance. 

The work of Gassner, published in 1862, serves as a basis for the 
statements regarding weight in pregnancy for all of the recent books 
on obstetrics. After a two year experience with routine weighing of 
patients I am convinced that many of his conclusions must be modified. 
While it is undoubtedly true as he states that: “the amount of gain 
of the body is, within physiological limits directly proportional to 
the size of the quantity of its mass,” one may well question the wis- 
dom of permitting the woman who is already overweight to gain 
excessively during pregnancy,. Zangemeister ’s is the only other im- 
portant paper dealing with this subject, and he also drew erroneous 
conclusions regarding the terminal loss in weight, as has been shown 
by Lorenzen and Nebel. The study of Baumm practically confirmed 
the woi’k of Gassner. These preliminary papers will be of value as 
a basis for the detailed observations of large series which will come 
from big clinics. 

In a study of this subject the question which first arose in my mind 
was, what is a normal gain for the period of pregnancy? The only 
information available was from the German articles. Gassner found 
that during the last three months the average gain amounted to yis 
of the body weight at the end of the second trimester. This means 
an average gain during this period of 3% to 5 pounds (1.6 to 2.5 kg.) 
per month. This would tend to leave the average woman overweight 
following the puerperium. The loss of weight which may be expected 
is shown in Table I. 

Zangemeister shows a rather low weight loss which may well be 
accounted for when one considers : (1) that this study was made dur- 
ing a time when the German women were on a limited diet and there- 
fore did not gain excessively as in the time of Gassner, and (2) the 
loss subsequent to delivery was reduced, due to the change from the 
older liquid diet to an ample general diet. A study of my own pa- 
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Table I 



GASSNER 

(201 cases) 

BAUMM 

(60 cases) 

ZANGEMEISTER 
(77 CASES) 

Weight difference between beginning and 
end of labor. 

6.56 Kg. 

6.24 Kg. 

5.93 kg. 

AVeight difference between end of labor 
and discharge 

4.S4 kg. 

3.64 kg. 

1.61 kg. 

Total Loss 

11.40 kg. 

9.88 kg. 

7.54 kg. 


tients, wlio were average normal Avomen, slioAved that the Aveight loss 
subsequent to delivery and the puerperium Amried from about 15 to 
20 pounds. This being the case it seemed logical to conclude that 
Avhen a Avoman’s Aveight Avas AA'ithin normal limits before pregnancy, 
her gain should not exceed 20 pounds (9 kg.). If previously under- 
AVeight she may be alloAved a greater gain, up to as much as 30 pounds 
(13.6 kg.). There is eAudenee that an excessive gain is dangerous. 

Baumm and Grassner agree that primiparae gain less than multip- 
arae. Zangemeister found the reAmrse true in his series, hut this may 
liaAm been due to the reduced rations and the many difficulties of 
earing for small children under Aimr conditions. All agree that heavy 
Avomen tend to gain more than light ones during the last months of 
pregnancjL 

The Avoman AAdio is fat should he kept on a carefully limited diet, 
and as shoAvn in the report of case 2, she may actually reduce 
to the benefit of herself and the groA\dng fetus. One of my patients 
Aveighed tAvo and one-half pounds less at the end of pregnancy than 
Avhen she reported at the office at the beginning of the fifth month 
and still had a baby Aveighing 8 pounds 4 ounces. Another (case 2) 
lost seA'^en and one-half pounds during the last feAV months. The larg- 
est gain of any patient AAffiose urine and blood pressure remained nor- 
mal Avas forty-five pounds. Her hahy AA'^eighed 9 pounds 10% ounces, 
and Avas the largest baby in my series. She remained too lieaA'^y after 
deliA’ery. 

Pregnancy is usuallj^ characterized by a stimulated metabolism and 
improved health. Some Avomen shoAv an improA’-ed metabolism from 
the first Aveeks and continue to gain AA^eight, hut others OAving to nau- 
sea and A’omiting lose Aveight during the first three months. It is 
often important to knoAV the amount of this loss. An excesshm loss 
is dangerous, hut by good medical and nursing care it can usually 
he preA’ented. Naturallj^ the Avoman Avho has lost considerable AA'^eight 
during the first trimester may be permitted a greater aA^erage Aveekly 
gain during the second and third. 

Zangemeister found there Avas no difference in the amount or char- 
acter of the Aveight gain, Avhether the last month of pregnancy oc- 
curred in summer or Avinter. HoAvcA-er, in pathologic conditions the 
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weigM of tlie pregnant may deviate markedly from tlie nsual. In 
isolated cases tke weiglit may rise rapidly Tsdtliont demonstrable symp- 
toms, or there may be no change, or a patient may continne to lose 
for weeks without apparent cause. He usually fouud that abnormal 
weight relations were the result of definite disturbances. For in- 
stance, cases with a mai'ked loss in weight were found to have some 
pathologic condition such as abscesses, pyelitis, placenta previa or a 
dead fetus. On the other hand he observed that a "hydrops gravid- 
arum” caused a marked rise in weight; sometimes very marked. As 
the edema subsides a corresponding loss in weight occurs. My ob- 
servations, as will be seen from cases 4; and 5, agree with those of 
Zangemeister. So far as can be determined the routine weighing of the 
patient gives us the only reliable means of following the course of 
this disease and the success of the treatment. Pitting of the ankles 
or other parts is by no means an early sign of edema. Zangemeister 
speaks of the eases where retained fluids cause sudden increases in 
weight without demonstrable edema, as- having "latent dropsy.” In 
my experience these patients show thickening of the ankles and a gen- 
eral tenseness of the tissues. Recognition of the condition and iirompt 
treatment will often prevent the rise in blood pressure and albumin- 
uria. 

It is interesting to note that in five of the eight cases of dropsy re- 
ported by Zangemeister the urine was permanently free from albumin ; 
in two cases there appeared a moderate albuminuria just before par- 
turition; and in one case onty was a marked albuminuria present from 
the first. He makes no reports on the blood pressure. My observa- 
tions tend to substantiate this portion of his paper, and with him I 
believe that insult to the kidney first leads to oligurea with fluid re- 
tention, then, if not corrected to albuminuria. Weight records are of 
greater value in these cases than 24 hour specimens and more easily 
obtained. However, the best information is obtained from a compara- 
tive study of urinalysis, blood pressure and weight. 

The marked decrease of eclampsia in Central Europe during the 
period of war rationing led us to realize that eclamptics are usually 
women who have gained weight rapidly during pregnancy. Is exces- 
sive eating one of the factors in the breakdown of metabolism and 
the development of this toxemia? Careful regulation of the diet, 
cheeked by routine weight records may give valuable information in 
this particular. 

What are the effects of the state of nutrition of the mother during 
pregnancy aiid labor on the condition of the child at birth and during 
the fii-st days of cxtraHtcrmc life! 6. F. D. Smitli has tried to answer 
tins by investigating 6162 eases delivered in the lying-in hospitals of 
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Dublin and London. His figures seem to suggest tbe following con- 
clusions : 

1. “A state of bad nutrition of tbe mother at tbe time of labor due 
to insufficient food (1) greatly increases tbe percentage of dead birtbs; 
(2) greatly increases tbe percentage of premature birtbs; (3) slightly 
decreases tbe average weight of tbe full time baby at birth; (4) def- 
initely increases tbe postnatal infant mortality; (5) has little, if any, 
effect during tbe first eight or ten days on tbe progress of babies who 
live during that time; and (6) possibly increases tbe death rate of 
babies during tbe first three or four days of life.” 

2. “A state of good nutrition of tbe mother at tbe time of labor, 
on tbe other band, (1) considerably increases tbe average weight of 
tbe full time babies at birth; (2) increases tbe percentage of mothers 
who are able to suckle during tbe first eight or ten days of tbe puer- 
perium, quite apart from tbe use of an ample diet duinng this time.” 

3. “The figures also suggest that on the whole a state of average 
nutrition is the most favorable condition” 

In a small private practice one does not accumulate numerous 
data, but from tbe patients I have carried through pregnancy dur- 
ing tbe past two j’^ears tbe weight records were fairly complete in 150. 
Of these 39 (26 per cent) were multiparae and 111 (74 per cent) were 
primiparae. Tbe average gain during pregnancy was 21 pounds (9.518 
kg.) and tbe average weight of their babies was 7 pounds 4.5 ounces 
(3'.3 kg.). 

Seventy-one of these women showed a gain of 20 pounds or less 
with an average of 15.5 pounds (7.025 kg.). These include 15 mul- 
tiparae (21 per cent) and 56 primiparae (77 per cent). Tbe average 
weight of their babies was 6 pounds 15 ounces (3.144 kg.). These 
women may be classified as women of average nutrition. All of tbe 
babies were born- alive, but one died of erysipelas following a cir- 
cumcision. 

Twenty-eight women gained between 20 and 25 pounds with an 
average of 22.3 (10.107 kg.). Of these 9 were multiparae (33 
per cent) and 19 primiparae (67 per cent). Tbe average weight of 
their babies was 7 pounds 14 ounces (3.569 kg.). 

Fifty-one women showed a gain of 25 pounds or more with an aver- 
age of 30.2 pounds (13.688 kg.). Of these 15 were multiparae (30 
per cent) and 36 primiparae (70 per cent). Tbe average weight of 
their babies was 8 pounds (3.62 kg.). One baby was stillborn due to 
a concealed prolapse of the cord. The largest baby in the series 
weighed 9 pounds 10% ounces. 

Prom my case records a few have been selected as typical of the 
information one may gain from weight records. The first two women 
by careful diet reduced their weight with benefit to themselves and 
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the gi-owing fetus. The other four sliow various types of excessive 
gain and illustrate some of the attending dangers. 

Case 1.— Mrs. S., age twenty-seven, para iv, 5 ft. 2% 'iveighed 135 pounds, 
when examined March 2, 1922. On October 10th she weighed 142 pounds. On 
October IGth, she was delivered of a girl weighing 7 pounds 12 ounces. Her 
weight shortly after returning home from the hospital was 122 pounds. She al- 
ways has gained while nursing and February 9, 1923, weighed 141 pounds.^ During 
the previous pregnancy she gained only 6 pounds and had baby weighing 7 
pounds 4 ounces. She puts on weight very easily and always diets rathei rigidly, 
except when she is nursing her babies. 

Case 2.— Mrs. B>., age thirty-eight, para ii, 5 ft, 6% ia-, had weighed about 175 
pounds, for a number of years. During her first pregnancy in 1921, her physician 
had given little or no attention to her diet, and she weighed 225 pounds, and had 
a blood pressure of 200 mm. when she delivered a macerated fetus at the end 
of the eighth month. When she was examined July 21, 1922, she weighed 196 
pounds. The blood pressure was 160 mm. systolic and 106 mm, diastolic. The 
urine contained a trace of albumin, but no casts. During the following months she 
was kept on a rigid diet with a resulting fall in blood pressure and weight, and 
for the most part she had a perfectly normal urine. October 28 she weighed 187% 
pounds; blood pressure was 148 mm. systolic; and the urine contained a faint trace 
of albumin and sugar. The following day she was delivered of a healthy boy 
weighing 6 pounds 14 ounces. On November 9th she weighed 167 pounds. She had 
plenty of milk. 

Case 3. — ^Mrs. 6., age twenty-five, para ii, when 6 months pregnant, March 21,. 
1921, weighed 152.5 pounds, blood pressure 110 — 68 mm., and urine was negative. 
April 20th, the systolic blood pressure was 118 mm. ; urine negative, and the weight 
was 157% pounds, a gain of 5 pounds in thirty days. May 24th, she had a blood 
pressure of 124 — 80 mm., negative urine and a weight of 166% pounds, a gain of 
9 pounds in thirty-four days. She was instructed to limit her diet and to report 
within a week. June 1st, the blood pressure was 120 — 76 mm.; urine negative and 
the weight 168 pounds. Thinking ns unduly alarmed she did not follow instruc- 
tions and failed to report the following week. June 11th, I was called to the 
house and found her markedly edematous. The blood pressure was 170 — 90 mm., 
and the urine contained a large amount of albumin and a few casts. Under 
active treatment there was slight improvement, but on June 17th, labor was in- 
duced prematurely by use of a bougie, and she was delivered of a healthy boy 
weighing 5 pounds 11 ounces. June 26th the blood pressure was 106 — 68 mm., and 
the urine negative. November 28th her weight was 138 pounds, wHch was normal 
for her. 


Case 4.— Mrs. S., age twenty-nine, para i, whose last period began August 1, 
1920, weighed 135 pounds, November 8th. Her urine was negative and the blood 
pressure 110—70 mm.; November 29th the weight was 137 pounds; December 20, 
140 pounds; December 31st, 141% pounds; January 22, 144 pounds; February 14, 
149 pounds; February 21st, 149% pounds; March 4, 130 pounds; March 12, 153 
pounds; and she complained that a crowned tooth was aching. She went directly 
to the dentist who found the tooth abscessed and extracted it. March 21st the 
blood pressure was 130—80 mm.; the urine negative, but she weighed 158 pounds 
March 24th the blood pressure was 126—78 mm., the weight still 158 pounds, but 
the urine contained a faint trace of albumin. The patient complained of her thick 
ankles, but there was no pitting. March 28th the weight was 159 pounds, the 
Wood pro„„ro 130-70 mm, 00 tlo umo I tjgi, I hod 

boon mduly olaimod regarding llio premmre rapid gain and told bar to report ona 
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week later. April 4tli the blood pressure was 146 — SO nim.; the weight 166 pounds; 
and the urine contained a hea^'y ring of albumin, but no casts. Owing to the 
gain of 7 pounds, in as many days she was sent home to bed and placed on a 
starvation diet for twenty-four hours in addition to castor oil and magnesium 
sulphate. Four days later the edema was much less and the blood pressure was 
136 — 90 mm. She was kept in bed most of the time on a restricted diet. No 
further weight records could be obtained. April 27th she went into labor spon- 
taneously. June 16th the systolic blood pressure was 110 mm.; the urine normal 
and the weight 141% pounds. 

Case 5.— Mrs. G., age thirty-three, para i, 5 ft. 5% in., usual weight 104 pounds, 
was first seen November 7, 1921. At that time the urine was negative, systolic 
blood pressure 96 mm. and she weighed 115 pounds. Owing to her previous under- 
weight she was told that her maximum weight might be as much as 135 pounds. 
However, she had a very good appetite and in spite of repeated warnings would 
not limit her diet. November 28tli the rveight was 122 pounds; December 17th, 125 
pounds; January 11th, 1922, 136% pounds; January 25th, 142 pounds; February 
9th the urine was negative, the blood pressure 106 — 72 and the weight 147% pounds. 
The evening of February 14th the husband telephoned that she had a little head- 
ache and swollen feet. He was instructed to give her oij castor oil and report on 
her condition the following morning. (They lived some thirty miles in the coun- 
try). I did not hear from them until February 16th when she came to the office. 
Her blood pressure was 130 — 96 mm., the urine contained a heavy trace of al- 
bumin, but no casts and her weight was 155 pounds. She was sent to the hospital, 
and again given castor oil. A basal metabolism reading made the following morn- 
ing was -70 per cent. The blood pressure had increased to 150 mm., and the urine 
contained more albumin and casts. Labor was induced with a Voorhees bag, but 
as there was little progress and she was developing eye symptoms, that evening 
she was delivered by vaginal hysterotomy and high forceps. The baby weighed 5 
pounds 4 ounces. Recovery was slow, but mother and baby left the hospital in good 
condition. 

Case 6. — Mrs. Z., age twenty, para i, usual weight 98 pounds, was first seen 
when six months pregnant. She then weighed 115 pounds; November 28, 1921, 
120% pounds; blood pressure 122 mm., urine negative. December 15th, 126 pounds; 
December 22nd, 128 pounds; blood pressure 136 m.m., urine negative; December 
28th, 129% pounds, blood pressure 130 mm., urine negative; January. 3, 1922, 
weight 133 pounds, blood pressure 140 mm., urine contained trace of albumin and 
there was some swelling of the feet. She was given magnesium sulphate 5 ij, 
and January 5th weighed 131 pounds, but the blood pressure was 142 mm. There 
was still a little edema and the urine contained a trace of albumin, but no casts. 
January 1, 1922, the weight was 130 pounds, blood pressure 140 mm., very little 
evidence of edema, but still a trace of albumin. She went into labor spontaneously 
and the morning of January 9th, was delivered by low forceps after an easy labor. 
Six hours later she had her first convulsion. She was given active treatment in- 
cluding 20 per cent glucose solution intravenously, bleeding and inframanimarj^ 
normal salt solution as well as large doses of morphine and codeine. After sixteen 
convulsions she gradually responded to treatment and made a complete recovery. 

Urinalysis was for many years tlie only routine test employed dur- 
ing pregnancy. Within the last decade the value of blood pressure 
readings, previously rarely used as a special test, has been gradu- 
ally recognized. Both of these tests give valuable data; hut as I 
have shown in a few typical ease reports the information gained from 
routine recording of weight greatly enhances their clinical value. I 
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therefore feel justified in urging the use of this third simple test in 
all prenatal work. 

The information given in this paper may serve. as a basis for futuie 
work where large numbers of patients may be followed, ^it would 
not justify the drawing of definite conclusions except in the diagnosis 
of latent dropsy. Regarding this point there can be no difference of 
opinion. 
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A SIhIPLE METHOD OF TESTING THE PATENCY OF THE 

FALLOPIAN TUBES'' 

By N. Sproat Heaney, M.D., Chicago, Illinois. 

V ARIOUS methods for determining the patency of the fallopian 
tubes were, from time to time, advised and practiced with in- 
different results prior to Rubin’s initial article on transuterine suf- 
flation of the tubes. The publication of this article marks one of 
the most important steps in the practice and study of the diseases 
of women. 

In Rubin’s original method, oxygen was conducted into the peri- 
toneal cavity through the uterus and tubes from a tank, after passing 
through a reducing meclianism. That the tubes were patent and that 
the oxygen had entered the peritoneal cavity was determined by 
means of the roentgen rays. The quantity entering the abdomen, 
was measured by means of an ingenious gas meter, while the pressure 
necessary to make the gas pass was gauged by still another apparatus. 
Subsequently, carbon dioxide was substituted for oxygen since its 
absorption from the peritoneal cavity was more rapid. 

Rubin, Peterson, Brandt, Hirst, and Moser, and others have con- 
tributed valuable articles, using this method of detemination, have 
offered suggestions and modifications of the process, and have greatly 
added to our understanding of steiility. 

Dawson Furniss simplified the technic by eliminating the use of 
tlie roentgen rays in cases ivhere the only question for investigation 
was the patency of the tubes. Carbon dioxide is admitted through a 
T connection with manometer to a 30 e.e.- Luer syringe which, when 
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filled, injects the gas through a cannula with rubber tip into the 
uterus. Fifteen cubic centimeters or less of gas will fill an ordinary- 
uterus. If 30 e.c. pass, one tube is surely patent. By filling the 
vagina with boric acid solution until the cervix is immersed, regur- 
gitation can be detected. Fumiss suggested that the technic might 
be further simplified if air should be used instead of carbon dioxide. 

Robert L. Dickinson asserts that air is perfectly satisfactory as a 
medium for injection. He uses a Skene’s uterine tube fitted with a 
suitable bulb pump. A lubricant at the external os gives e-vidence of 
regurgitation. He rightly states that a pressure gauge is unnecessary, 
since the fingers learn to recognize the proper resistance, and that 
the feelings of the patient indicate the time to cease the injection. 
Bethel Solomon, in an article on sterility published in February, 1920, 
recommended the use of an ear syringe to determine the patency of 
the tubes during the course of abdominal operations. I tried this 
method of studying the tubes and found it so satisfactory that I 

have used it constantly since, and ear syringes are a part of the 

equipment made ready for every abdominal operation. 

As soon as Rubin described his method, and he and others had 

shown the harmlessness of the transufSation, I adapted the use of 

the ear syringe to testing the patency of the tubes from below. Not 
only has this been tried on every case of sterility examined since 
that time, but experience has been gained by trying transufflation 
on every case which was to have the peritoneal cavity opened either 
vaginally or abdominally. 

AIL cases are tested in the lithotomy position. With the usual pre- 
liminary precautions, the cervix is exposed by narrow vaginal re- 
tractors and is grasped, with bullet forceps. In the usual case, the 
cervix; can be drawn down far enough so that the plain one-ounce all- 
rubber e'ar syringe can be adapted to the cervical canal. Frequently, 
however, the cervix will not come do-\ni this far without discomfort, 
in which event a syringe is used which has had a straight or curved 
medicine dropper glass inserted into the rubber nozzle. In rare cases 
the cervical canal is so patulous that a glass connecting tube is used 
instead of the medicine dropper. 

In most cases air readily passes into the peritoneal cavity with a 
peculiar audible whistling or gurgling sound. Occasionally, light pres- 
sure must be used before the air passes. If the tubes are closed, air 
refuses to pass after the syringe is about half empty. If the syringe 
empties, there is assurance that the tubes are open. When doubt 
occurs as to regurgitation at the external os, the vagina may be filled 
with water until the cervix is immersed, or a lubricant may be used 
in the cervical canal, so that if lealtage occurs, bubbles will be seen. 
At Barton Cook Hirst’s suggestion, a stethoscope is placed upon the 
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abdomen just above tbe pubes, and auscultation shows whether the 
air passes through only one or both tubes. 

In the first few tests, I was not prepared for the ease with which 
the air passed through the tubes, so that several syringes full were 
used in these cases with the resultant shoulder pains which are typical 
of a quantity of gas in the peritoneal cavity. With added experience, 
one syringeful of air makes a conclusive test, so that patients are 
spared the shoulder pains and experience no discomfort except the 
transitory bite of the bullet forceps. 

The method is simple of performance and conclusive in its findings. 
No training is necessary to perfect the technic. Anyone capable of 
performing a curettage is able, safely and definitely, to make con- 
clusive record regarding the patency of the fallopian tubes. 
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THE TEACHING- OP OBSTETEICS AND GYNECOLOGY^ 


By W. B. Hendry, M.D., P.A.C.S., Toronto, Ont. 


I T has been with some trepidation and much thought that I have 
selected as my theme “The Teaching of Obstetrics and Gynecology” 
with particular reference to the. system followed in the Faculty of 
j\redicine of the University of Toronto. Nor have I chosen this theme 
because I felt that we have solved the problem, but because the whole 
subject of medical teaching has been arousing considerable attention 
throughout the English speaking world, and we have in our De- 
partment of Obstetrics and Gynecology tried out a system which has 
attained a fair measure of success. 

As I have said, the teaching of medicine has of recent years been 
the subject of much consideration, and the present system of instruc- 
tion, which divides the medical course into two parts, confining the 
fundamental sciences to the primary years and the clinical subjects, 
with pathology, hygiene and so on, to the final years, has met with 
a great deal of unfavorable criticism. The report of the Edinburgh 
Pathological Club in 1918, disapproved what it described as a water- 
tight c ompartment system of teaching, and advocated not only the 
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coordination of the teaching of practical and theoretical work in a 
given subject, but also the coordination of the teaching of that sub- 
ject with the teaching of other subjects. 

In the report of the Carnegie Foundation for 1921, on Medical 
Progress, President H, S. Pritchet, states that the student learns 
anatomy by a tedious process of dissection upon which he spends a 
large amount of time, but that he has a very good opportunity to 
forget most of it before seeing in practice the application .of his 
anatomic studies ; and further remarks that the fundamental sciences 
can be taught, “not as something apart from the medical practice, 
but as a part of it.” 

At the Congress on Medical Education in Chicago, in 1922, Dr. 
Prank Billings maintained that it was a mistake to have separated 
the fundamentals of medicine from the clinical branches, so that there 
is no real coordination between them. Moreover, at a recent meeting 
of the Educational Section of the American Medical Association, Dr. 
E. S. Eyerson proposed a tentative curriculum of coordinated study 
which he had worked out in detail on a vertical basis, as opposed 
to the horizontal basis of the present curriculum. Australia, too, 
has expressed dissatisfaction with existing conditions of medical edu- 
cation and has advocated some proposals for the reform of the 
system. 

The kejmote of all this criticism and advocated reform of the 
present day methods is a desire for coordination of the fundamental 
and the clinical subjects and for cooperation between departments, 
with a view to diminish the load of the student by preventing duplica- 
tion of work and to increase his interest by combining theoretical 
principles with their practical application. And while the substitu- 
tion of the Ejmrson scheme for the present daj’’ curriculum would 
be highly revolutionarj^ and would require time to accomplish, still 
the tendency towards coordination is already evidenced by the num- 
ber of schools in Avhich the allied subjects of obstetrics and gynecology 
haAm been combined. Dealing, as these subjects do, AAutli the female 
reproductiA'e organs under all conditions of physiologic and patho- 
logic change, it is natural to assume that they can be taught more 
satisfactorily together than apart, to the greater adAmntage of the 
student and AAuth a lessened expenditure of time. 

Let us examine a practical illustration at the LFmAmrsity of Toronto. 
Existing conditions there made it possible elcAmn years ago to com- 
bine these tAvo deiiartments under one head, and since that time an 
organization has been CAmh^ed through which the training has been 
carried on much more efficiently than in former years. The respon- 
sibility of the dual department rests AAuth the head, and AAuth him 
are associated tAvo senior and seAmral junior assistants and demon- 
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strators. The sevviee is a rotating one, by wbicli a one-sided develop- 
ment of the staff is avoided. The junior assistants alternate every 
three months in obstetrics and gynecology, while eontinnity of the 
service is maintained by having one member of the staff permanently 
responsible to the head for the proper administration of each of the 
follondng subdivisions : — ont- and in-patient services in obstetrics, out- 
and in-patient services in gynecology, and the pathologic laboratory 
which is maintained distinct from the department of general path- 
ology. The staff, as a whole, is on a part-time basis, but two demon- 
strators and one resident are on a full-time basis and are engaged 
in research work as well as in assisting with the teaching. The 
resident fellow obtains his appointment as such after having served 
satisfactorily for one year as interne on a rotating service in a general 
hospital, one year as senior interne in obstetrics and gynecology and 
one year in general pathology and bacteriology. He may later be 
taken on the staff as a full-time demonstrator, and in due course, be 
appointed to the visiting staff of the hospital and of the medical 
faculty. 

This, in brief, is the organization of the Department of Obstetrics 
and Gynecology of the University of Toronto, and of its teaching 
hospital. Complete harmony exists among the members of the staff 
itself, and uniformity of teaching methods is arrived at by regular 
staff meetings. The establishment of our own special museum and 
pathologic department has been considered inadvisable by some, but 
it has proved to be a very satisfactory means of rounding out the 
departmental unit. Monthly conferences are held with the Depart- 
ment of Pathologj'- for the purpose of maintaining a uniform system 
of teaching this subject, stabilizing the nomenclature and developing 
a distinctive school of thought. 

A metabolic unit has also been established in the obstetric wards, 
and investigations of the toxemias of pregnancy are being carried 
on in cooperation with the Department of Pathologic Chemistiy. It 
will be seen, therefore, that the clinicians and the laboratory workers 
are being brought into intimate touch with each other, with the 
result that each group of teachers has obtained an increased breadth 
of view and a more sympathetic understanding of the others. There 
is a closer connnunity of interest, more hearty cooperation between 
the departments and greater possibilities for efficient work. 

Besides the staff the other factor involved in the teaching of 
students is the patient, and it is important that she should be treated 
with tact and humane consideration, and that the student should be 
taught the necessity for gentleness as well as for painstaking care in 
her examination. We must protect her as far as possible during 
clnncs and allay her fears in order to gain her cooperation. For this 
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reason no clinics are held in the gynecologic wards. In both onr 
in- and out-patient services all clinic patients are placed on an examin- 
ing carriage, completely draped and brought into the clinic room, 
part of which is curtained off for their reception. At no time do 
they see the students, and when required they are wheeled forward, 
head and chest remaining behind the curtain. The method of pelvic 
examination is taught with the patient lying on her back, legs flexed 
on thighs, soles of the feet together and the knees falling apart. Only 
gynecologic patients are used for the purpose of instruction in the 
examination of the pelvis, and on these the student learns the use 
of the pelvimeter; the out-patients in gynecology being measured in- 
ternally and externally as a routine by the student for the purpose 
of instruction and practice. 

Waiting patients in the obstetric wards are made use of for teach- 
ing abdominal palpation and external pelvimetry, but not for in- 
struction in bimanual examination, the student being warned con- 
cerning the danger of introducing infection. We have found that 
as long as the student is impressed with the idea that while making 
his examination he is dealing with a human being who comes seeking 
relief, and not with a model of clay, there is no difficulty in getting 
the cooperation of the patient. 

In Toronto, as elsewhere, the student commences the study of ob- 
stetrics and gynecology late in his course, and as he must approach 
this subject from an anatomic and physiologic point of view, it is to 
be regretted that the present arrangement of study does not permit 
him to carry out his dissection of the female pelvis and his course 
in the physiology of reproduction, concurrently with his introduction 
to the study of obstetrics and gynecology. As it is, he hasi taken his 
course in anatomy years before and has for the most part forgotten 
it at a time when it would be of definite value to him, with the result 
that we have to spend hours in repeating instruction already given 
by the anatomist and physiologist. 

Our course in obstetrics and gynecology is confined to the final two 
Smars. In the first of these the Avhole of the subject is covered by a 
series of lectures and demonstrations. Ninety lectures ui all are given 
on the principles and practice of obstetrics and gynecology, while 
twenty demonstrations are given in history taking, mechanism of 
labor, pelvic measurements, use of instruments, pathology and so 
forth, one sixth of the class at a time attending each demonstration. 
When the classes are small the demonstrations are of much greater 
value than when they are large. Our difficulty at the present time 
is in dealing with large classes. At the close of the war many re- 
turned men entered medicine and the following year a larger number 
entered the first year in order to come under the five year regime. 
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and tlins avoid the necessity of taking the six year course, then about 
to be introduced. The result is that in each of our final years we 
have over two hundred students, much too large a number for satis- 
factory work. With the establishment of the six year course the 
number permitted to enter medicine was limited to one hundred and 
twenty each year, so that our present difficulty is only temporary. 
However, just now the full value of the demonstrations is lost owing 
to the size of the class,— the student is not brought close enough to 
his subject. He cannot handle the models, the instruments and so 
on, neither can he use any other of his senses than those of sight and 
hearing, with the result that the demonstration is lowered to the level 
of a didactic lecture, which is the least valuable means of imparting 
knowledge no matter how many aids such as lantern slides, charts, 
films, etc., are employed to add to its interest and fix the attention of 
the student. 

The bedside clinic is the ideal method of teaching, but it too has 
its limitations, as its effectiveness depends on the number of students 
and the amount of clinical material available. The larger the class 
the less opportunity there is for personal contact with the patient, 
and the clinic itself ceases to be a clinic and becomes a conference 
or a lecture. 

While our junior year is largely didactic, we have endeavored to 
make our final year almost entirely clinical. The class is divided into 
six groups, each of which devotes five weeks wholly to obstetrics and 
gynecology. During that time the students have their headquarters 
in the obstetrical building and absorb the atmosphere of the depart- 
ment. They attend all cases of labor occurring in the public wards 
of the hospital during their term, and each student lives in hospital 
until he conducts at least one case of labor under supervision. While 
the requirements of the course call for attendance at twenty cases, 
the average number seen is about thirty-five. 

Each of the six groups, above mentioned, is subdivided into five 
small groups of seven students, and the time-table is arranged so 
that each student obtains instruction in every branch of obstetric and 
gynecologic practice. Special attention is paid to his training in 
antenatal care, abdominal palpation, and pelvic examination, and the 
course is made as practical as possible for him. The laboratory side 
of his training is not neglected, however, and gross and microscopic 
specimens of conditions under discussion are demonstrated at the 
clinics. Clinical and pathologic conferences are held once a week 
and cases assigned to each student to follow up and report in full 
at the end of his term. Plenty of time is given for him to study the 
pathologic specimens in the museum, and he is encouraged to read 
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independently of liis clinics, notes of all of -wliieli lie is required to 
turn in when his course is finished. 

In addition to the instruction of each group a clinical lecture is 
given to the whole year once a week, by means of which the student 
is kept in touch with the subject during the periods when he is not 
intensively studying it. 

While the system of intensive study may be open to criticism we 
feel that it has Avorked out satisfactorily in the few years in Avhich 
it has been in practice in Toronto, and we are turning out students 
Avho have a proper conception of the necessity for prenatal care and 
who knoAV hoAV to make a pehdc examination, two things which go 
far tOAAmrds making a good start in general practice. 

100 College Street. (For discussion see paffe 622.) 


THE POSThlATURB CHILD 

By Charles D. O’E^eepb, A.B., M.D., St. Louis, Mo. 

{Department of Obstetrics, Washington Universitg School of Medicini'e.) 

TOURING- the past year numerous large babies were delivered at 
^ Barnes Hospital. The difficulty encountered in several of these 
eases has prompted the writer to go over the histories of all the 
large babies weighing 4000 grams, or more, in detail, in an effort to 
determine ivhat measures, perhaps, could be taken in procuring bet- 
ter results for both mother and child. 

Every obstetrician knoAvs too well the difficulty experienced in the 
delivery of large babies, this difficulty increasing as the peBdc and 
the fetal measurements approach one another, especially the true 
conjugate and the biparietal. McDonald states that he has never 
seen a child successfully delwered where the biparietal diameter Avas 
greater than the true conjugate. As a rule no difficulty is experi- 
enced in the delivery of the large mature or even postmature child 
Avhen dealing with the justomajor pelvis. HoweAmr, the situation 
becomes decidedly uncertain Avhen the obstetrician is confronted with 
the mature child and the contracted pelvis, or with the postmature 
child and the normal pelvis, a fact borne out by the occurrence of a 
greater percentage of maternal injuries and a higher fetal mortality 
in such cases. 

The position of the fetus, of course, plays an important part and 
the occipitoposterior position is, unfortunately, encountered in a large 
percentage of these eases. The method of delivery is always one of 
great importance, and often the choice of procedure is very confus- 
ing. The labors are much longer than the aA^erage and necessarily 
more strain is brought to hear on the mother, which may be of great 
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importance in case of some constitutional or specific disorder. Sliould 
tliese deliveries be hastened by some operative procedure and, if so, 
what method should be used? Whatever method is ’employed in 
emptying the uterus of the oversized fetus, the operator is always 
cognizant of the fact that better results might have attended his ef- 
forts had delivery taken place at an earlier date, when there would 
have been far less disproportion between the pelvis and the present- 
ing part. If labor is to be induced, the time for the induction is of 
very great importance, if no doubt exists in the mind of the obstetri- 
cian as to the maturity or postmaturity of the fetus. In order to de- 
termine this maturity, every available method should be used; a 
careful menstrual history should be taken, and, although only an 
approximate estimation of maturity is possible in most eases, it is 
reasonably accurate in the more intelligent patients. The various 
fetal measurements in niero should be made and the technic perfected, 
and finally the date of quickening, which is only a help in approximat- 
ing the date of term in weeks rather than in days. 

For many years various methods of measuring the fetus in utero 
have existed, and, although several of these have proven more or less 
misleading and others have been of doubtful value, the methods of 
Ahlfeld, Ferret, Budin, Munro-Kerr, Stone, McDonald and others 
are well known but practiced by very few. Each has claimed good 
results in estimating the size and maturity of the fetus and' all the 
condemnation of the methods in general emanates from that great 
majority who have never used any of the methods, or, if so, have 
given them only a very superficial trial. Reed, of Chicago, has writ- 
ten a very interesting and instructive paper recently on “The Induc- 
tion of Labor at Term,” bringing out the importance of mensuration 
in utero in determining the maturity or the postmaturity of the fetus, 
and also pointing out the indication for the induction of labor in the 
mature or postmature fetus in the normal pelvis in contrast to the 
induction for contracted pelvis before maturity has been reached. 

Reed measured the fetuses in ntcro by a method as improved upon 
by hlcDonald. He measured the height of the uterus and found the 
estimated measurements for maturity to be correct, that is, when the 
top of the fundus is 35 cm. above the symphysis pubis the fetus is 
supposed to have reached maturitj'- and to weigh aproximately 3,300 
grams. McDonald also states that for every centimeter above or be- 
low 35 cm., there will be a variation of 200 gm., in the weight of the 
fetus; in this Reed did not concur. Reed, as did McDonald, Ferret 
and others, measured the occipitofrontal diameter in utero and esti- 
mated the biparietal by careful deductions based on averages studied 
from similar measurements on the Ihdng child. Ferret made a fixed 
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deduction of 2.5 cm., on every case, but McDonald proved that this 
■would not bold true and offered certain deductions as follows: 

For an occipitofrontal of: 

12 cm., deduct 2.5 cm., for the biparietal. 

11.5 cm., deduct 2.23 cm., for the biparietal. 

11.25 cm., deduct 2.0 cm., for the biparietal. 

10 cm., deduct 1.5 cm., for the biparietal. (added by Eeed.) 

Seed’s results were very gratifying, as the postpartum ‘ measure- 
ments of the occipitofrontal diameter were the same as the ante- 
partum estimate in 40 per cent of the cases; varied 0.25 cm. or less in 
34 per cent ; within 0.5 cm., in 24 per cent, and within 1 cm. in 4 per 
cent. The biparietal estimations were slightly less accurate, being 
exact in 36 per cent; within 0.25 cm. in 31.7 per cent; within 0.5 cm., 
in 24 per cent, and to vary by 1 cm. or less in 6.5 per cent of the 

cases. In looking over the literature, the above four fixed deductions 

were the only ones found. Thus far any occipitofrontal measurement 
not falling within these limits or on the exact numbers as given, a 
new number for deduction would necessarily have to be chosen more 
or less at random in order to estimate the biparietal in that given case. 

With this in mind the writer has worked out a formula for calcu- 
lating the biparietal from a known occipitofrontal measurement as 
OP -4-7 

follows,: — ^—^2 B.P. This formula will estimate in tenths of 

centimeters, as is desired, and does away with all numbers picked 
at random. As compared with Reed’s and McDonald’s results, its 
accurae 5 ’- is found to be as follows 


McDonald’s deductions 


O.F. 

12 cm. — 2.5 cm. 

11.5 cm. — 2.25 cm. 

11.25 cm. — 2 cm. 

10 cm. — 1.5 cm. 


B.P. Formula. 

9.5 cm. — 9.5 cm. 

9.25 cm. — 9.25 cm. 

9.25 cm. — 9.17 cm. 

8.5 cm. — 8.5 cm. 


In McDonald’s deductions we find the same biparietal for an occipito- 
frontal of 11.5 cm., and 11.25 cm., which, of course, is not consistent 
or accurate enough when important differentiations are to he made. 

The length of the child is determined by Ahlf eld’s method, by 
measuring the actual length of the long axis of the fetus in utero by 
means of calipers, one end of which is rested against the presenting 
part in the vagina and the other against that part of the fetus in the 
fundus of the uterus; this measurement is multiplied by two in esti- 
mating the actual length of the fetus, — ^maturity 48-52 cm. This 
method was found to correspond to the antepartum estimate in 37 
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per cent of Reed’s cases, to vary 0.5 cm., or less in 24 per cent, and 
less than 1.5 cm. in 29 per cent. 

As stated before, mensuration in utero is not universally employed 
and has hot been employed as a routine at Barnes Hospital and the 
Washington University Dispensary, although used in occasional cases. 
This limited experience is somewhat unfortunate, perhaps, because the 
perfection of the method depends upon the experience gained over a 
great number of cases carefully measured and should not be limited to 
those where the question of disproportion is an issue. Any technic 
should be given fair trial that promises light on such an important 
subject. It is important not only from the standpoint of maturity or 
postmaturity of the fetus, but the actual measurement of the height of 
the fundus should give a closer knowledge of the growth of the fetus 
throughout pregnancy; the period of gestation and the comparison of 
the size of the fetus to that period is of great importance at all times. 
McDonald states that the height of the uterus in centimeters divided 
by 3.5 wiU give the period of gestation in lunar months. With this 
technic perfected one should have a very valuable asset in checking 
the death of the fetus in uiero and the cases of missed abortion after 
this height has once been shown to coincide with the height suggested 
from the menstrual history; thus the one could always be checked 
against the other. 

Of the hundred and fifty-two cases weighing 4000 grams or more, 
collected during the period intervening between Jan. 1, 1915, and 
Jan. 1, 1922, there were 48 primiparous and 104 multiparous women. 
Of this number 148 were white and four colored. There were 144 
pelves classified as normal, two were generally contracted, slight, one 
generally contracted, rachitic, one flat, one funnel, and three classi- 
fied as justomajor. From the menstrual history 31 were premature, 
four exactly at term, 85 postmature and 32 with no menstrual history 
recorded. These were divided by the exact date and when classified 
as to the number of weeks pre- or postmature, fall into the following 


groups. 

Premature Postmature 
Less than 1 -week 19 30 

1- 2 weeks 4 28 

2- 3 weeks 5 13 

3- 4 weeks 2 7 

4- 5 weeks 0 4 

5- G weeks 1 4 

. G-7 weeks 0 2 


The chance of error in these histories is clearly shown here. It 
js veiy improbable that a large postmature baby would be encoun- 

tered in a ease premature from three to six weeks, from the men- 
strual history. 
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There were 151 vertex presentations and one breech. Of the ver- 
tex presentations the positions were as follows: 

L.O.A 81 

L.O.P 17 

E.O.A 15 

R.O.P 37 

Brow 1 

Of the 37 cases in the R.O.P. position, only 27 rotated spontane- 
ously, two were pushed out of the pelvis and floating forceps applied, 
double application of the forceps (Seanzoni) in 6 cases, one cesarean 
and one delivered as an oecipitoposterior with a resulting third degree 
tear. Of the 17 cases in the L.O.P. position, 14 rotated spontaneously, 
one delivered by version and two delivered as such, one had severe 
bruises about the head and neck but recovered, and the other was 
stillborn. Of the 54 cases in the oecipitoposterior position there were 
two stillborn and two that died within 36 hours from birth injuries; 
two others received forceps injuries that resulted in abscess formation 
but recovered promptly, and another received bad injuries behind 
both ears — this one also apparently recovered after prolonged treat- 
ment; however, since that time it has developed muscle weaknesses 
and intracranial symptoms that will, no doubt, leave it an invalid for 
life. 

The oecipitoposterior position was found to increase directly with 
the weight, as follows: 

4000 grams and above, — there ivere 37 eases in a total of 151, or 24.5 per cent 

4200 grams and above, — there were 24 cases in a total of 58, or 41.3 per cent 

4500 grams and' above, — there were 13 cases in a total of 22, or 59.09 per cent 

The average length of labor as recorded in 144 of the cases was 13' 

hours, 19 min., the priiniparous averaging 19 hours, 57 min., and the 
multiparous 9 hours, 55 min. The average is high but is no more than 
one might expect in these large postmature babies. There were 82 
cases that received morphine-scopolamine seminarcosis, but no effort 
was made to check the influence on the length of labor as the great 
majority of these eases were pidmiparous women; however, this com- 
parison has been earefullj^ worked out in a z’eeent paper by Krebs 
and "Wilson of the "Washington University School of Medicine. 

Pituitrih was given in 42 of tlie cases, the amount varj'ing from a 
single injection of m. 3 to as high as 11 injections averaging m. 4. In 
the latter case, the uterus relaxed immediately after .deliverj’, eon- 
-siderable difficult;' being experienced in stimulating contraction. It 
was necessary to give repeated doses of ergot and 1 e.c. of surgical 
pituitrin in addition to vigorous massage in order to control the 
bleeding and keep the uterus contracted. Forty-one of the babies 
breathed spontaneously; one of these died on the third day of pneu- 
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monia and another died on the first day from intracranial birth in- 
jury. The two deaths were cases that had been induced, the first 
with pitnitrin alone and the second with pituitrin and bougies; how- 
ever, the deaths cannot be attributed to the induction of labor. 

The mode of delivery was as follows: 


Forceps, low 72 cases 

Forceps, mid Id cases 

Forceps, Hgli 2 cases 

Forceps, floating 2 cases 

Cesarean section 1 case 

Version 1 case 

Spontaneous 56 eases 


Double application 4 cases (included in forceps, low) 

A double application of the forceps (Scanzoni) was done in four 
of the eases for oceiputposterior, followed by low forceps. The ver- 
sion was done because of a persistent oceiputposterior that could not 
be rotated easily. Floating forceps were applied in two instances 
after failure to rotate a persistent oceiputposterior that was below 
the level of the spines. The head was pushed out of the pelvis, ro- 
tated with the hand and the forceps applied; delivery was then com- 
paratively easy, with a 4145 and 4550 gram baby respectively. Both 
babies had forceps injuries that later resulted in abscess formation 
but responded readily to treatment. These bruises were apparently 
made while attempting a seemingly impossible Scanzoni maneuver. 
In these two cases it is questionable whether or not the proper choice 
of delivery was made; perhaps a version should have been done in- 
stead of the method used. However, both were primiparous women, 
both were overdue and a large postmature baby was expected in 
either case. The writer makes no attempt to recommend the use of 
either floating or high forceps, their use being seldom, if ever, indi- 
cated. There were forty-two episiotomies performed as follows: 


Episiotomies, double 23 

Episiotomies, single (B) 11 

Episiotomies, single (L) C 

Episiotomies, midlinc 2 


In the episiotomies, only one delivered spontaneously, tivo with float- 
ing forceps, two with high forceps, and the rest with mid and low 
forceps. The condition of the perineum was as follows: 


Perineum intact 97 cases 

First degree tear 35 cases 

Second degree tear 19 cases 

Third degree tear 1 case 


Six of these tears ivere in addition to the episiotomies already done; 
two of the second degree type and four- of the first. 
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Of these babies 135 breathed spontaneously but two died, the first 
on the second day, spina bifida, and the second on the fourth day with 
pneumonia. -Nine were slightly cyanotic but breathed without resus- 
citation; three were asphyxiated, all of them being resuscitated with 
difficulty, and died 13', 14, and 36 hours respectively after birth. 
There were five abnormalities as follows: 

(1) Cleft palate. 

(2) Club foot. 

(3) Club foot, malformation of the right and left leg and a spina bifida. 

(died) 

(4) Anomaly of the hand. 

(5) Anomaly of the heart. (died) 

Injuries — Five. 

(1) Fracture of the clavicle. 

(2) Separation of the axis and 3rd. cervical vertebrae, (died) 

(3) Deep forceps injuries beliind each ear, one lobe injured, (recovered but 

will, to a certain extent, be an invalid for life.) 

(4) Abscess over parietal bones from forceps injury, (recovered.) 

(5) Abscess over left temporal bone from forceps, (recovered.) 

There were several minor injuries from forceps but all recovered 
readily. No other severe, permanent injuries have been brought to 
the attention of the department. 

Five were stillborn. The histories of these along with the other 
fatal cases are as follows: 

I. Stillbom — five. 

(1) Record No. 2213. Mother white, age 29, grav. 1. Pelvic measurements — 
Sp. 25, Or. 28, Tr. 31, Ext. Con. 19.5. No internal measurements given. Eleven 
days overdue from menstrual history. The patient was in labor 17 hours, 57 min. 
No pituitrin given, received morphia-hyoscine. The position was occipito-posterior, 
(B) which rotated spontaneously. Midforceps was done, a second degree tear 
resulting. Baby: Male, weighing 4910 grams, 58 cm. long, with O.F. of 12 cm., 
and B.P. of 9 cm. No autopsy was obtained. 

(2) Record No. 1150. Mother black, age 38, grav. 8, fullterm 6, miscarriages 1, 
all long labors, first instrumental. Pelvic measurements — Sp. 24.75, Or. 26, Tr, 
29.75, Ext. Cdnj. 17.25, and True Conj. 10.5; classified as generally contracted, 
slight. Thirty-seven days postmature from menstrual history. Patient received 
morphia-hyoscine, no pituitrin given. Total labor 11 hrs. 20 min. Position L.O.A. 
High forceps, second degree tear resulting. Baby: Vertex. Forceps delivery at- 
tempted on the Out-Patient service, unsuccessful, brought to hospital immediately. 
High forceps applied, delivered with difiSculty. No record as to how long baby 
had been dead. Weight 4010 gm., length 58 cm., O.F. 13 cm., B.P. 9.5 cm. 
Male. 

Autopsy showed: 1. Atelectasis. 2. Caput Succedaneum. 

(3) Record No. 3323. Mother white, age 47, grav. 10, all fullterm, no difficulties. 
Pelvic measurements— Sp. 26. Cr. 29, Tr. 30, Ext. Conj. 19, True Conj. 10.5, Tu. 
9. No menstrual history. No pituitrin, no morphia, hyoscine. Total labor 10 
hrs. 55 min. Perineum intact. Baby: Female, L.O.P., rotated spontaneously, 
low forceps applied. The head was delivered with very little difficulty: however, 
the shoulders were extremely hard to deliver, the reason being that the baby had 



0 ’KEEFE: THE POSTMATURE CHILD 


595 


a very large abaomea distendea witb fluid. Considerable force was used and the 
neck -was broken during delivery. Weight 4050 gm., length 53 gm., O.F. 10 
cm. B.P. 9 cm. 

Autopsy Beport: 1. Congenital anomaly of the heart with a defect of the inter- 
ventricular septum at the base. 

2. Separation of the axis and 3rd. cervical vertebra, with retro- 

pharyngeal hemorrhage. 

3. Hemorrhagic pleural effusion (double) 

4. Ascites, marked. 

(4) Eecord No. 3111. Mother white, age 23, grav. 1. Exactly at term ac- 
cording to menstrual liistory. Delivered by caesarean section. This case was 
sent to the hospital from a neighboring St. Louis town. There, an attempt had 
been made to deliver the patient 24 hours before by forceps (no fetal movements 
felt by the patient since that time). On entrance to the hospital the soft parts were 
badly lacerated, the urinary meatus not being recognizable as suclr, all tissues were 
very edematous. Cesarean section was done, the cavity of the uterus was badly 
infected, a very foul odor present, and appeared gangrenous. Culture showed B. 
coli. The uterus was not removed and the abdomen was closed without drainage. 
The patient recovered although she had a very rough post-operative course. Baby: 
Male, position E.O.P., weight 4600 gm., length 56.5 cm., O.E. 13 cm., B.P. 9.5 
cm. 


Autopsy Beport: 1. Compression of brain with a fracture of the skull. 

2. Eracture of lower maxilla, right. 

3. Birth hemorrhage, brain and right sternocleidomastoid muscle. 

4. Congestion of all viscera. 


(5) Eecord No. 1891. Mother white, age 37, grav. 7. No pregnancy record. 
Morphia-hyoscine. No pituitrin. Total hours of labor not recorded. Pirst 
degree tear plus an episiotomy, lateral. Baby: Male. Brow presentation. 
Forceps, low. Weight 5000 gm., length 59 cm., O.F. 13.25, B.P. 9.5 cm. 

Autopsy Beport: 1. Deformity of the head; extensive subcutaneous hemorrhage — 
head, neck and shoulders. 2. Meningocele. 


Note: Mother developed a vesico-vaginal fistula. 

II. Cases that died during the first fourteen days of life — five. 

(1) Eecord No. 2148. Mother wliite, age 28, grav. 4. Two fullterm babies 
and one miscarriage. No difficulties with previous deliveries. Three days post- 
mature from menstrual history. Pelvic measurements: Sp. 24, Or. 29, Tr. 31, Ext. 
Conj. 19, True Conj. 9.5, Tu. 10.5. Patient had nine injections of pituitrin over a 
period of twenty-four hours because of induction of labor. This induction of 
labor was assisted by the introduction of two bougies into the uterus and the 
pains stimulated by the use of pituitrin. Total number of hours of labor not re- 
corded. No perineal injury. Baby: Female, weight 4100 gm., length 55 cm., 
O.F.^ 13 cm., B.P. 9 cm. Midforceps were applied and the baby delivered with 
considerable difficulty. The fetal heart was good up to the time of delievry. The 
baby was asphyxiated and resuscitated with difficulty; died 13 hours after birth. 
No autopsy, l)ut the baby had marked signs of intracranial injury. 


(2) Eecord No. 1731. Mother white, age 24, Grav. 1. No pregnancy record of 
menses or pelvis. Morphia-hyoscine was given and one single dose of pituitrin M5. 
The patient was in labor 19 hours and 40 minutes, and had a double episiotomy 
and low forceps. Baby: Male, weight 4250 gm., length 49 cm., O.F, 13 cm. 
B.P 8.75 cm. L O.A. position. Baby died on the third day from pneumonia! 
No autopsy. Condition at birth excellent. 
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(3) Eeeord No. 3174. Mother white, age 20, grav. 1. Pelvic measurements — 
Sp. 24, Or. 28, Tr. 30, E.^t. Conj. 20, True Conj. 10.5. Twenty days postmature ' 
from the menstrual history. Total labor 25 hours., 5 min. Morpliia-hyoscine. No 
pituitrin. Double episiotomy, with a 2nd degree tear in addition. Baby: Male, 
weight 4190 gm., length 50 cm., O.P. 13 cm., B.P. 10 cm. E.O.P. position that 
rotated spontaneously. Low forceps. Baby breathed spontaneously but died twenty- 
four hours later. 

Autopsy Eeporf: 1. Overterm babj'. 2. Spina bifida. 3. Congenital anomalies 
of the lower extremities, (a) Malformation of the foot, (Et.). (b) Malformation 

of the leg, (Et. & Lt.). 

(4) Eeeord No. 1347. Mother white, age 38, grav. 8, there being seven full- 
term babies, patient giving a liistoiy of having carried most of these babies over 
time, averaging 2-3 weeks. No pelvic measurements were given. Patient was 
three days premature according to the menstrual historJ^ No pituitrin or 
morphia-h 3 'oscine given. Was in labor six hours. Position L.O.P., which rotated 
spontaneously, and w'as delivered by difiScult midforceps with a 1st. degree tear. 
Baby: Male, weight 4600 gm., length 54 cm., O.P. 12.5 cm., B.P. 9.5 cm. The 
baby had several bruises about the face and head, but no marked depression of any 
sort. After difficult resuscitation the baby breathed fairly well but began having 
convulsions eight hours after birth and died twenty-four hours later. No autopsy 
obtained, but the picture was quite typical of an intracranial injury. 

(5) Eeeord No. 1094. Mother white, age 25, grav. 3, there being one miscarriage 
and one fullterm baby, the latter being stillborn after a very difficult forceps de- 
livery. Pelvic measurements — Sp. 25, Or. 28, Tr. 34, Ext. Conj. 20, and True Conj. 
9.5, the pelvis being classified as simple flat. Prom the menstrual histor;^ patient 
was four days postmature. This patient had no morphia-hj'oscine, no pituitrin, and 
a total length of labor of 18 hrs., and 7 min. Position L.O.P with high forceps 
applied in the L.O.T. position and delivered; a 2nd. degree tear resulting. Baby: 
Male, weight 4600 grams, length 56 cm., O.P. 12 cm., and B.P. 8.5 cm. The baby 
was asphyxiated at the time of deUvery, breathed fairly well after one hour of 
resuscitation, but died 14 hours after birth. Baby had signs of intracranial in- 
jury. No autop.sy report. 

The above ten fatalities give an infant mortality of 6.5 per cent as 
compared -with an infant mortality of 2.16 per cent for the second 
thousand eases delivered at Barnes Hospital, weighing over 2500 gm., 
the mortality being onl.y 0.73 per cent for the private eases in the 
same series (Krebs, Wilson). 

The average measurement for the occipitofrontal diameter was 
12.006 cm., and 9.4 cm., for the bipai’ietal diameter. The average 
weight was 4262.6 grams, length 51.96 cm., and the average initial 
loss of weight Avas 423.9 grams, being almost 10 per cent, which is 
much aboA’^e the aAmrage. This initial loss of Aveight increased AAdth 
the larger babies, as one Avonld expect. In the 58 cases Aveighing 4200 
grams or more, the aA-erage Aveight Avas 4463 gm., and the aAmrage 
initial loss of weight 463 gm. or 10.3 per cent, Avhich is a A^ery high 
aA erage. A three way comparison betAveen the head measurements, 
the length, and the weight cannot be made, because the weight Avas 
the only one that Avas constantly taken b 3 ’' the same standard. These 
Aveights Avere taken bj" the nursing staff; and alwaj’s on the same scales 
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and can be relied npon as being accurate, while the measurements 
were made by many different people, including doctors and medical 
students. The average length and head measurement is at the upper 
border of the normal limits as given by most men, however, both can 
be tahen as belonging to the oversized, or postmature child; but 
these averages are not in keeping w'ith the large weights of these 
infants which are quite decidedly in the postmature class. 

A comparison between the fatalities and entire series can be made 
from the following table: 


AVERAGES 

ntniBER j 
or CMS. 

■WEIGHT j 

1 

LENGTH 1 

1 

O.F. 

1 

B.P. 

Fatalities 

10 

4421 1 

54.8 

12.47 j 

9.22 

Stillbora. 

5 1 

4514 ! 

56.8 



Died 

5 1 

4328 

52.8 

12.7 


Series 

152 

4262.9 ! 

51.11 

1 12.006 



The most striking thing in the above is the compainson of the 
weight and length of the stillborns to that of the general series. The 
length especially is very much above the general average. This table 
very closely shows the dangers to be expected when the patient is 
allowed to go over time. 

There were 64 private eases and 88 on the ward, the private cases 
making up 42.1 per cent, an inci’ease of 20 per cent over the normal 
ratio of private cases to the total numhei*. During the same period 
of time there were 2687 deliveries at Barnes Hospital, of which num- 
ber 770 were private cases, or 22.2 per cent. There were 148 white 
and 4 colored eases, or 2.6 per cent colored. Of this number 92 were 
boys and 60 girls, 60.5 per cent boys; the percentage of males over 
females increasing to 65.5 per cent as the weight increased, there 
being 38 boys and 20 girls among those cases weighing 4200 gm. or 
more. 

After going over these cases in detail, observing the increased 
fetal mortality, the long difficult labors and the in^iries both to the 
mothers and the babies, one is immediately impressed by the poorer 
results obtained in the delivery of these large postmature babies. 
That there could be much improvement in the handling of this partic- 
ular type of case goes without saying. It is a problem that should 
be carefully considered by every obstetrician, and is truly work for 
the highly specialized man. 

To get at the solution of this problem, two things are of great im- 
portance: First, how may a diagnosis he made in these eases, and 
second, hoiv should they be treated? 

inJtL'^coS^? considered in two ways: First, auticipat- 

n, the condition from past pregnancies, and second, the actual diag- 























598 THE AMERICAN JOURNAL OP OBSTETRICS AND GYNECOLOGY 

nosis of the existing condition. Thus each case should he carefully 
studied, not only during the pregnancy in question, but also going 
into the history of previous pregnancies and ascertaining whether 
there was a disproportion between the pelvis and the fetus, and if 
so, whether it was due to an oversized fetus or a small pelvis, or a 
combination of the two. Some of the eases in this series gave a def- 
inite history of large postmature children in previous pregnancies. 
Such cases should be given particular attention, and every means 
employed to determine the period of gestation and the size of the 
fetus. The menstrual history should always be carefully gone into 
but not too much importance attached to it, its accuracy depending 
upon the intelligence of the patient, and even then mistakes are very 
frequent. Mensuration in utero should always be done and the tech- 
nic used perfected. Every case, of course, should be watched care- 
fully throughout pregnancy, but especially 6-8 weeks before the ex- 
pected date of confinement. Head measurements should be begun 
about 4-5 weeks before the estimated termination of pregnancy and 
carefully compared as the growth progresses. The height of the 
uterus should also be measured from time to time to note the pro- 
gressive growth of the fetus, or to check any death in the uterus that 
may occur. These measurements linked with the menstrual historj’’ 
given are of great value in the diagnosis of the size of the fetus and 
its comparison to the period of gestation, as it progresses to term. 
The word “term,” as brought out by others, covers a multitude of 
fluctuating dates, but, nevertheless, is valuable when used as a re- 
sultant gained from the comparison of the menstrual history with the 
fetal measurements in utero. 

Treatment should vary with the individual case. In view of the 
greater frequency of large babies in well-to-do classes, a fact that is 
universally accepted, it is quite apparent that some regime should be 
instituted to control two factors in the life of these mothers, namely, 
diet and exercise. Which is of the greater importance is an open 
question, but until this question has been thoroughly worked out, 
both should be regulated. The problem of exercise, of course, pre- 
sents less worry to the obstetrician and may consist of any light 
exercise, varying with the different patients and the environment. 
The exercise should never be too vigorous and not indulged in to the 
point of fatigue, and should also vary as the pregnancy progresses. 
In other words, the patient should not be allowed to spend her time 
in nonexercising luxurious home' comforts, that so often predispose 
to obesit}’- in either sex, adults or children, or even, oftentimes, a 
predisposing factor in the etiology of many diseases. Oh the other 
hand, the diet presents a much more complicated problem and at 
present is a subject on which very few agree. Does overeating on the 
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part of the mother stimulate the fetus to overdevelopment, and can 
this development be retarded by regulating the diet, especially the 
carbohydrate and fluid intake during the pregnancy? A very strik- 
ing observation has been made in many of these cases, that is, the 
mother had a marked tendency to obesity. Certainly diet would 
have had a marked influence on the control of this superfluous fat 
in the mother and it is logical to believe that it would have indirectly 
influenced the ^owth of the child in niero. 

Prochownik in 1889 presented a diet for which he claimed some 
very excellent results, in that he was able to control the fat growth 
in the fetus, thereby preventing an obese, flabby infant that is so 
often encountered. 

Proehownik’s diet, poor in liquids and carbohydrates and rich in 
proteins, is as follows: 

Breakfast: A small cup of eoffee, biscuit or bread with butter. 
Lunch: Meat, egg, fish, green vegetables prepared in fat, 

salad and cheese. 

Dinner: Same as lunch with bread and butter. 

Water, soups, potatoes, puddings, sugar and beer were excluded. A 
limited amount of light wine was taken. If the patient desired, small 
quantities of milk and water were substituted for alcohol, along with 
fresh fruit. A small cup of coflee or tea was allowed in the afternoon, 
with a little bread and one egg. The total quantity of fluid was not 
to exceed 500 c.e. or the calories 2000 per day. 

Prochownik did not claim any structural change in the infants. 
These infants were of normal length, average head measurements, 
showed all the signs of maturity, but showed a marked deficiency in 
fat. He has had many supporters, Reed and Paton being the most 
ardent, with many warm and lukewarm followers. Among the non- 
supporters of this diet are: Bondi, Praenkel, Ehrenfest and others. 
They either claim injurious eflects to the mother from the diet, stam^a- 
tion or a tendency to toxemia, or else that diet plays no part in the 
growth of the fetus, the latter being only a parasite. 

Ehrenfest speaks of the possibility of heredity playing a more im- 
portant role, and explains these large postmature children among 
the wealthier classes to be the result of a more careful selection of 
the mate. Heredity is bound to play a part in the weight of the child, 
its bony structure and racial characteristics, but it is the control of 
this excess adipose tissue or increased water content in the offspring 
of any mother, any race, in any walk of life, that is of importance 
and that interested Prochownik and is stiU holding the interest of the 
obstetrician of today. A careful selection of the mate in the well- 
to-do classes is not based on physique, but rather on social standing, 
this being aU the more pronounced as the well-to-do classes approach 
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the aristocracies or royalties. Who would look for physical perfec- 
tion among these classes? Therefore it does seem a question of the 
mode of living, including both diet and exercise, and that Prochow- 
nik’s theory was at least cast along the proper lines, although prob- 
ably carried to the extreme. An athlete in training does not feast 
on pastries and lounge in luxurious comfort throughout' the day, 
neither does he carry any excess fat when properly trained. Then, 
in the pregnant woman, rich, nourishing foods should be avoided, or 
used in moderation, as indicated by her condition throughout preg- 
nancy, and not bejmnd physiological needs. 

Perhaps an overdeveloped fetus tends to prolong gestation, as many 
cases are encountered where the prolonged gestation, according to the 
historj'-, is much too short to account for the excessive size of the 
child. This could only be worked out by carefully supervised preg- 
nancies, accurate histories, and mensuration of the child in utero. 

If there has been no previous histoiy of large babies, then the case 
can be progressively watched and the growth of the fetus checked 
from time to time. When the fetus has reached maturity, reckoned 
by the height of the fundus, length of the ehild, head measurements 
and menstrual history, then the question of what to do presents itself. 
It certainly would be a deplorable thing to recommend widespread 
induction of labor in these cases, and again it has been proven that 
it is very unwise to allow some of these cases to wait for the delayed 
labor to take place. Therefore, eveiy ease should be treated individ- 
ually. If the child is mature and entering the postmature class and 
associated with a large roomy pelvis, within the normal limits, or a 
justomajor pelvis, then induction of labor should be postponed until 
the fetal proportions are encroaching upon the pelvic diameters. 
However, if the pelvis is normal, small, or contracted, then labor 
should be induced at the proper time, whether premature, mature 
or postmature. 

Perhaps induction of labor would have given better results in .many 
cases in the present series, but was carried out in only eight instances. 
The choice of the method for induction should again be made as the 
cases present themselves, with no fixed routine employed. The fol- 
lowing methods have given good results on our service: Pituitrin 
alone, castor oil alone, pituitiun in combination with castor oil, 
pituitrin and bougies, bougies alone, and the Voorhees bag. Each 
method has its advantages and indications and gives very good re- 
sults in the pi’operly selected cases. 

CONCLUSIONS 

Prom the study of this sei’ies and a review of the literature the 
following may be concluded: 
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1. That there is marked difficulty encountered in the delhmry of 
the large postmature babies, with a higher percentage of injury to 
the mothers and a higher mortality and morbidity among the infants. 

2. That the occipitoposterior position is encountered more fre- 
quently, rotates less readilj'’ and is rotated by the Scanzoni maneuver 
with more difficulty. 

3. That the choice of delivery is a greater problem and its execu- 
tion more strenuous to all parties concerned. 

4. That the cause for the prolongation of the period of gestation 
is not definitely knoivn and the overdeveloped fetus may be a predis- 
posing factor. 

313 Wall Building. 


A CASE OF PKEGNANCY IN A DOUBLE UTERUS (UTERUS 

DIDELPHYS)'^ 

By Joseph J. Mundell, M.D., Washington, D. C. 

C ASE reports of double uterus or like malformations in the gyne- 
cologic literature are not uncommon, indeed they are rather 
numerous, but eases of full term pregnancy in a true double uterus, 
or uterus didelphys, are exceptionally rare; probably not more than 
three hundred ivell authenticated eases have so far been recorded. Of 
course, not all rare conditions are worthy of note, but on the score 
of rarity and interest is this report offered. 

While members of this Society may have encountered such a con- 
dition, none has taken the trouble to report it, or at least my careful 
review of the literature in the Surgeon General’s library has failed 
to reveal it. Also, so far as I could find in my search, but six cases 
of nonpi'egnant uterus didelphys hav.e been reported by members of 
this Society, namely; Drs. AV. M. Sprigg,^ W. P, Carr,- S. R. 
Karpeles,^ (two eases) Frank Leech, ^ and I. S. Stone.® Dr. G. 
Brown Miller tells me he has seen two or three such cases. I am sure 
other members have probably run across the condition occasionally, 
and I know they have often seen cases of bicornate uterus and such 
other malformations, but the ease I am reporting is a true double 
uterus and is comparatively rare. , 

A brief consideration of the origin of this malformation may not 
be out of place. It is due to an arrest of embryonic development. 
As you know, the genital tract is formed by the partial fusion of the 
right with the left miillerian duet. They form in four to six weeks 
and begin to fuse about the sixth to eighth week; the lower third 
forms the vagina, the middle, the uterus, and the upper unfused 


‘Read at a meeting of the District of Columbia Medical Society, February 14 . 192S. 
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tliird, tlie tubes. It is failure of.tbe two lower thirds to fuse properly 
which results in the malformation such as we have under considera- 
tion. Complete failure to unite results in uterus didelphys or true 
double uterus, double cervix and double vagina. Partial fusion of 
the middle third results in various malformations, types of which have 
been described as: uterus unicornis, uterus pseudodidelphys, uterus 
bieornis duplex, uterus bicornis septus, uterus bicornis subseptus, 
uterus bicornis unicollis, uterus bicornis unieollis with rudimentary 
horn. 

Pregnancy developing in one of the malformed uteri has resulted 
in many interesting experiences. As is well known, pregnancy in a 
rudimentary horn is difficult to diagnose from ectopic pregnancy, and 
its mortality in some series of cases is as high as 88 per cent. It is 
weU recognized that in pregnancy in a rudimentary horn rupture is 
prone to occur. 

There are some cases reported of each uterus being pregnant simul- 
taneously. Cowles® reports a case in which hysterectomy had been 
performed by another operator immediately following cesarean sec- 
tion and the patient was told that she could have no more children. 
One year later on this same patient Cowles delivered another full 
term baby by cesarean section. Rongy^ reports a case in which the 
woman miscarried at the fourth month, and five months later gave 
birth to a full term baby. Several cases have been reported in which 
pregnancy was encountered in one horn in which no external com- 
munication could be demonstrated. Dr. Howard Kelly® reports such 
a case. Debierre® reported a case of double uterus in which the 
woman gave birth to a full term baby July 16, 1870, and another full 
term baby on October 31 the same year. 

It has been suggested that this condition might explain some of 
the many cases of superfetation which, from time to time, have been 
reported. J. C. HirsP® reports the case in which a three months mum- 
mified fetus was retained in one horn while the other became the site 
of two full term pregnancies. 

Brooks "Wells^^ reports a case in which the septum remained intact 
after seventeen labors. Voigt and Thilow^® have reported cases of 
triple uterus, diagnosed at operation. Dr. Sprigg’s report states that 
the alternate uteri menstruated on alternate months; this he tested out 
on several occasions. Dr. G. Brown Miller’s ease had gonorrhea of 
one vagina with a pus tube on the corresponding side, while the 
opposite vagina and tube were apparently free from the /disease. 
Another case report, the reference of which I have lost, related a 
similar condition, and that one male having contact contracted a 
Ne'isserian infection, while another a few days later, who evidently 
had access to the other vagina, was more fortunate. 
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This malformation apparently does not lessen fecundity for numer- 
ous cases are cited of women becoming pregnant many times. 

There are several reports in which one uterus has been amputated 
and normal pregnancy has followed in the remaining uterus. Polak^® 
states that following delivery in these cases hysterectomy should be 
performed, because bad drainage is apt to ensue. This is not borne 



out by perusal of the histories of the majority of the cases ; certainly 
not in mine. 

In the vast majority of cases of uterus didelphys it seems that 
labor progressed normally. In a large percentage of cases cesarean 
section has been done, though the indications for the same were not 
always clearly stated. Humpstone"" records a case in which obstruc- 
tion to labor was due to the septum, and this was also given as the, 
cause of several others. Rongy," A. W. White, i'* Ronsheim,i® Reynes,^" 
Los Casos dos Santos,^® Finlay Edwards,^® Borinsky,®® and Van de 
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Velde^^ each, report a ease in which cesarean section lyas necessary 
on account of the nonpregnant uterus obstructing or preventing the 
head from engaging. That is what occurred in my ease, the report 
of which follows: 

Mrs. C., age twenty-six, a primigravida, well developed, strong and healthy, pre- 
sented herself on May 10, 1921, to engage me for her confinement which was esti- 
mated to be due about August 2, 1921. Outside of tonsillectomy in 1916 she had never 
been ill, always had enjoyed robust health, and her menstrual history had always 
been normal. Upon examination on this date the anomaly was discovered. The 



Fig. 2. 


vulva appears to be normal but upon separating the lips of the vulva a vertical 
septum can be demonstrated, separating the vagina into two equal cavities. (Fig. 1.) 
The septum extends intact right up to the vault of the vagina, being attached 
throughout its course to both the anterior and posterior vaginal walls. There is a 
perfectly normal cervix in each vagina (Fig. 2), though the right cervix and 
uterus occupy a lower position in the pelvis than the left cervix and uterus. At 
this time I could of course map out the pregnant uterus and also I could feel 
another mass about the size of a list, which I took to be the other uterus. 

Tlie patient, whose pelvic measurements were normal, passed through an un- 
eventful pregnancy, normal in every respect, and went into labor at 5 A.M. August 
8, 1921. Ineffectual first stage pains continued until 7 p.m. August 9, when the 
pains became harder and recurred at five minute intervals all night, the membranes 



MTJUDELI.: pkegnaejcy in BOEBEE eterus 


605 


rupturing about midnight (August 9). At 11 A. it. August 10, after fifty-four 
hours labor, the last twelve of wliicli had been rather hard in spite of frequent in- 
jections of morphine, the cernx was only dilated about the size of a half dollar, 
and the head was not engaged, the nonpregnant uterus preventing its engagement. 
At this time I sought the counsel of Dr. John F. Moran, who advised cesarean 
section on account of the following indications: the evident obstruction by the non- 
pregnant uterus, the ruptured membranes, the fear of rupture of the uterus under 
stress of such a long labor. Cesarean was done at 1 p.m. August 10, fifty-six hours 
after onset of labor, when a male child weighing six pounds, nine ounces was de- 
livered. The patient had, an uneventful puerperium, being discharged from the hos- 
pital on the seventeenth day, August 27, 1921. 

At the operation, upon opening the abdomen, the full term pregnant uterus 



Fig. 3. 


was encountered occupying the abdominal cavity. After the baby was extracted 
and the uterus sutured the relations were easily demonstrated (Fig. 3). A normal 
tube and ovary came off the right side of the right uterus and a normal tube 
and ovary came off the left side of the left uterus, in their normal situation. The 
right nonpregnant uterus was the size of a doubled fist and was. low down in the 
pelvis. The uteri were connected only by the vaginal vault. A broad thick band of 
peritoneum came off the sigmoid about six inches above the vaginal wall, passing 
forward through the gap between the uteri and fused with the peritoneum covering 
the bladder. 

At an examination on February 10, 1922, both uteri were mapped out very 
plainly, the left being slightly larger than the right, and a sound was introduced 
into each uterus about two and one half inches. 

After the birth of the baby menstruation took place for the first and only time 
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on February 17, 1922, when she again conceived, confinement estimated to be due 
November 24, 1922. This pregnancy also was normal. Later in pregnancy examina- 
tion showed the left cervix to be softer than the right, and the same hard mass 
was felt in the right side of the pelvis. Tlierefore, I assumed that the left uterus 
was again the site of the pregnancy, and this assumption was later found to be 
correct. 

As I planned to again cesareanize her I particularly gave instructions that I 
should be notified immediately upon the first signs of labor. Notwithstanding my 
positive instructions this is what happened: The membranes ruptured at 10:30 p.m. 
December 7, 1922, and pains began two hours later, but because they were slight 
the patient did not call me until 9:30 a.m. the next morning, December 8. She 
entered the hospital at 11 a.m. Upon examination one knee was found presenting 
through the cervix and well down into the vagina. As I felt that this somewhat 
complicated matters, I again sought the counsel of Dr. Moran who advised cesarean 
in spite of this turn in affairs, because it was thought that the danger of rupture 
was greater now than in the first delivery, and also the probability of the non- 
pregnant uterus obstructing the aftercoming head. Tliereupon I did the second 
cesarean at 1 p.m., by which time the Iruee could be seen plainly by separating the 
labia. (Fig. 1.) The knee and the vagina were bathed freel}' with alcohol before 
opening the abdomen. The pregnancy was found to be in the same uterus as before, 
and the uterine scar was smooth and could barely be seen, though a large piece of 
omentum was adherent to a portion of it. Of course the same relations as noted 
above were observed. A girl baby weighing seven pounds .seven ounces, was delivered. 
The second puerperium was also normal. The temperature reached 101.2° on the 
second day, 101.6° on the seventh day, 101.2° on the eighth day; on all other days 
it was not over 99.6°. The patient was discharged on the eighteenth day, December 
26, 1922. On examination January 23, 1923, the patient was found to be in ex- 
cellent condition. 
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INSUFFLATION OF FALLOPIAN TUBES BY AIR AND 

HANT3 BULB 

A Supple:mentary Comisiunication 

By Robert L. DiciaNSON, M.D., New York, N. Y. 

A n illustration is needed to supplement my communication printed 
in the August, 1922, issue of the American Journal op Obstet- 
rics AND Gynecology (and the reference in the July number of 1923, 
page 113), in order to depict the apparatus shown at the meeting of 
the New York Obstetrical Society, held March 14, 1922. The figure 
herewith is self-explanatory, the sole modification being the shoulder 
on the glass pipette, which is only a year old. Either the glass can- 
nula or the standard intrauterine tube of Rubin is connected by a 
T with any portable manometer of the sort used in testing blood 
pressure, and with a bulb. This bulb maj^ be about an inch in diam- 
eter and 20 c.c. capacity, or of the kind used with the sphygmoman- 
ometer. The metal cannula of Rubin I have used frequently, but the 
sliding rubber collar that corks the external os obscures the view and 
is, for most work, unduly large, though it has an advantage in being 
unbreakable, and, in one form, carries lateral openings. Unless one 
uses the malleable variety two shapes are essential, one nearly 
straight, and one with a curve to fit acute anteflexion. The glass 
uterine cannula bears a tapering glass shoulder, which, being trans- 
parent, allows observation of fit and position and regurgitation. A 
small quantity of lubricant is placed on the shoulder before introduc- 
tion of the tube, and this seal at the external os demonstrates bubbles 
if the pressure works air back through the canal. This is simpler than 
flooding the vagina with fluid. 

I have now confirmed the air test by f olloiving it up immediately with 
the full Rubin gas test a sufficient number of times to feel satisfied 
that the former fulfils all requirements save measurement of the exact 
quantity insufflated. This, however, seems unimportant. Passage of 
a gas' occurs at a given pressure, or else it does not occur, and this 
is the sum and substance of the Rubin test. 

The drawbacks and risks have not been dwelt upon. It is painful 
and the pain may last for hours. The danger may be said to be in 
proportion to the skill in diagnosis and the conscience of the opera- 
tor. The chief risk is that of blowing infective material into the peri- 
toneal cavity and the lesser one, peritoneal shock. I hear of one 
grave collapse having occurred in a prominent clinic. 
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Requisite Preliminaries . — Semen invariably to be proved, by recent 
microscopic, test on a full ejaculation, to be normal and active and 
free from pus; interval of nine months since marriage or since cessa- 
tion of contraceptive measures; bimanual examination by tbe oper- 
ator, Avith empty bladder and fully loosened clothing ; in cases of tight 



Fig-. 1. 


internal os, dilatation; with any endotrachelitis present, a cure first. 

Contraindications. — Active inflammations of any degree or in the 
recent history; bad period as sequel of first insufflation (one case), or 
peh’ie pain and tenderness lasting more than one day. Among chronic 
disabilities, purulent cervical discharge and raw ceridx; infected 
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urethral glands ; pus tubes and pelvic exudates ; fixed retroversion and 
flexion; and postabortion history and findings suggestive of lingering 
streptoeoeeus infection. Among general contraindications, recent or 
impending menstruation ; the two or three days following coitus ; heart 
disease, facile syncope and epilepsy. 

Technic of hmi-fflaiion . — 

Time: Half-way between jieriods, and three daj^s since coitus. 

Outfit; Lubricant, bivalve and Sims’ specula, tenaculum, swabs, 
tincture of iodine, cannula-bulb-manometer. 

Empty bladder, corsets off, waist bands loosened. Careful bimanual 
examination. Dorsal posture provided uterus is very mobile and not 
anteflexed, or with retroverted uterus, if it is mobile. 

Sims’ posture the general rule; with anteflexion, Sims’ posture al- 
ways; bivalve may be used in Sims’ posture. 

Low pressure at first trial (140 to 150), or in sensitive patients or 
along the border line of indications. Repetition a month later up to 
200 mm. Iodine swab of cervical canal, with no fluid left in canal; 
seizure of cervix with single or double tenaculum ; ring of lubricant on 
the upper shoulder of cannula; passage of cannula till tip reaches 
beyond internal os and shoulder corks internal os; compression of 
bulb by gynecologist, his eye on the external os to watch for exit of 
bubbles. Nurse watches manometer and calls off its reading in order 
that the gynecologist may regulate rate of flow, the highest reading 
not to exceed 200 mm ; rate of floiv 100 mm. to 20 seconds. 

Rest, then repeat bimanual examination to determine whether a tube 
has been distended (this last is the suggestion of W. H. Cary) ; a 
pneumosalpinx is found if the fimbriae only are closed, in certain cases. 
Acetanilid or aspirin or codeine tablet if necessary; directions to go 
home and remain quiet. 

59 East Fifty-fourth Street. 
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TEANSACTIONS OF THE AMERICAN GYNECOLOGICAL 

SOCIETY 

FOETY-EIGHTH ANNUAL MEETING 
EOT SPRINGS, VIRGINIA, MAY S1-2S, 1923 
(Continued from page 500, October issue.) 

Dr. George Gray Ward, Ngav York, N. Y., described a case of Recon- 
struction of the Urethra after Complete Loss, Complicating an Ex- 
tensive Vesico-Vaginal Fistula, as follows: 

Mrs. M. I., aged twenty-tliree years, married two years, came to the "Woman's 
Hospital in October, 1920, with complete urinary incontinence dating from her 
labor in December, 1919, when she had a full term baby delivered by craniotomy. 
During delivery the cervix was badly torn and a traumatic vesicovaginal fistula 
was produced. The patient subsequently entered the New York Lying-In Hospital in 
January, 1920, suffering from a chronic pelvic sepsis and amenorrhea. Later an 
attempt was made for the repair of the fistula. I am indebted to Dr. G. W. Kosmak 
for the details of the history while in that institution as follows: — "Exploration 
under anesthesia showed the fistula about one inch in diameter includiag the posterior 
portion of the urethra and involving the trigone. The vault of the vagina showed 
no opening communicating with the uterus and no trace of the cervix. It was full 
of scar tissue. It was impossible to separate the bladder wall from the uterus be- 
cause of the inability to locate any cervical opening. Wide lateral incisions in the 
lower portion of the vagina failed to gi^m sutficient room to thoroughly expose the 
operative field. An exploratory laparotomy disclosed a small well-involuted uterus 
with normal tubes and ovaries. The lower segment of the uterus and the bladder 
were firmly imbedded in a mass of scar tissue so that the uterus could not be pulled 
upward. An incision was made transversely in the fundus and a- sound carefully 
introduced in an attempt to find the outlet. This was accomplished with moderate 
pressure and a soft rubber catheter pushed through this artificial opening in the 
vagina and left in situ. The fundus uteri was closed with interrupted gut sutures, 
no further attempt to close the fistula was made. In May, 1920 on reexamination, 
the uterus was found anteverted, not freely movable, apparently slightly enlarged. 
The patient had had a menstrual flow lasting twenty-four hours two weeks pre- 
viously. The fistula seemed reduced in size." 

Evidently the stenosis of the uterine canal had been relieved b}' this operation 
ns the patient gave us a history of regular menstruation without discomfort since 
that time. Unfortunately, our difficulties were increased because the patient was 
verj- short and very obese, weighing over two hundred pounds. 

Our examination showed a vesicovaginal fistula at the site of the trigone and in- 
volring the urethra, jiearly as large as a twenty-five cent piece, with dense scar 
tissue surrounding the same. 

On October 20, 1920 I operated as follows: — A tj^pical Schuchardt incision was 
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made extending from the vault of tlie vagina to the coccyx. This gave an access 
without which it would scarcelj' have been possible to reach the parts involved. In- 
cisions were then made through the scar tissue of the vaginal vault to the subpubic 
arch, and above, and on either side of the site of the urethra, thus loosening the- 
tissues in order to allow approximation of the margins of the fistula without ten- 
sion. The vaginal edges of the fistula were dissected free from the bladder edges- 
for approximately one-quarter to one-half an inch and the bladder opening united' 
with interrupted No. 1 tanned gut sutures. Silkworm gut sutures closed the vaginal 
edges, and the incisions in the scar tissue were closed in the reverse direction with 
catgut. On the left side of the vaginal vault it was impossible to close the incision- 
in the scar tissue owing to the tension, and it was left to granulate. A self -retain- 
ing catheter was inserted, and the Schuchardt incision was closed. No attempt was 
made to construct a urethra. 

On November 23, 1920, the patient was again anesthetized and carefully ex- 
amined. It was found that the fistula was now reduced to a diameter of about a- 
quarter of an inch and was just posterior to the site of the internal meatus. Thu 
margins of this opening were denuded and interrupted sutures passed to narrow 
the orifice in the hope of increasing the vesical control. The result of the operation' 
was partially satisfactory, as the patient could remain dry wMle in the recumbent", 
posture until the bladder became sufficiently filled to reach the level of the orifice" 
at the neck of the bladder. By getting up to empty her bladder two or three times 
at night she was able to keep dry, and she felt that a great gain over her previous 
distressing state had been accomplished. She was anxious for a further attempt to 
give her bettor control. She was readmitted to the hospital and the next opera- 
tion was done on Januai’y 9, 1922, when an effort was made to construct a urethra. 

The inferior urethral wall was entirely absent, although the superior wall with 
its mucosa was present with fragmentary margins along each lateral W'all. There 
was an entire absence of urethra or mucosa around the neck of the bladder at the 
site of the internal meatus. A scalpel was used to undermine the edges of each 
lateral wall of the superior urethra that remained, and the loosened flaps thus ob- 
tained were made to encircle a small rubber catheter which was passed into the 
opening in the bladder, and the edges were united wth tanned gut sutures. The 
cut edges of the mucous membrane of the vestibule and anterior vaginal wall were 
then brought together over the new urethra with silkworm gut sutures. The result 
of tlds operation wms a complete failure as the tissues sloughed awaj’’, and the patient 
was discharged in the same condition as on her second admission. 

She "was admitted to the hospital for the third time on October 25, 1922 and I 
operated on November 8, 1922 with the technic to be described, with a most satis- 
factory result. 

In the first attempt I was guided by the method successfully employed by C. 
P. Noble, and in studying the problem at the second operation I determined to try 
the technic of Kelly, of making a tunnel under the vestibule and of drawing through 
it a long flap, dissected from the anterior vaginal wall vvitli its end left attached 
to the vesical opening. I had grave doubts as to my being able to employ this in- 
genious procedure owing to the fact that the anterior vaginal tissues from which I 
should have to obtain this flap were thin and made up largely of scar tissue, the 
result of my original operation for the closure of the extensive defect in the trigone 
of the bladder. My fears were justified as, after I had succeeded in dissecting up 
a flap sufficient for my purpose, the bladder wmll underneath wms so extremely thin 
that it was not possible to leave it to granulate, and neither was it possible to ap- 
proximate the lateral edges of the vaginal wound, as the denuded surface was too- 
"Wide. 

The suggestion of Noble to use the labium minus as an attached flap in this- 
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regioa seemed -SYorth trying and I, therefore, resolved to employ this tissue to cover 
this denuded and weakened area at the base of the bladder. After first making a 
tunnel with a scalpel behind the original site of the urethra and drawing the vaginal 
flap through it and suturing it in place, I accordingly incised the inner surface of 
the right labium minus at its attachment to the vestibule from the region of the 
clitoris to its base, and then unfolded it by careful dissection. This gave me an 
ample flap attached by a broad base which was easily brought in place over the de- 
nuded area of the vaginal wall and was sutured in position with silkworm gut. The 
upper angle of the incision where the labia was detached was then sutured together. 
A very small soft rubber catheter (not a mushroom) was inserted in the new 
urethra and fastened until a suture. 

The tissues healed without difficulty and the result was most satisfactory, as the 
patient is dry in both the recumbent and erect posture and can urinate ivithout 
difficulty. 

DISCUSSION 

DE. LILIAN K. P. PAEEAE, New York City. — The result was absolutely sat- 
isfactory to both patient and the operator but as an afterthought it occurred to me 
to take more of the mucous membrane on eitlier side and unite the two edges, so as 
to make a complete lining with the mucous membrane too. 

DE. GEOEGE IV. DOBBIN, Baltimore, Maryland (by invitation). — Dr. Ward’s 
paper recalls to my mind a case I have at present under observation. The patient, 
a primipara, had been under my care throughout her pregnancy. She had a normal 
pelvis and about eight weelis ago went into labor with what appeared to be a normal 
sized child in an E. 0. P. position. Cervical dilatation was just beginning and, as 
the head was well engaged in the pelvic brim I did not anticipate any great dystocia. 

She had a long slow first stage, and the next morning I made an examination under 
anesthesia to ascertain whether or not labor could occur through the natural passages, 
or whether we were to consider one of the graver operative procedures. The head 
seemed so well engaged in the pelvis that we decided to allow the labor to continue. 
From six o’clock until eleven in the morning she had extremely hard uterine con- 
tractions, so much so that I seriously entertained the possibility of rupture of the 
uterus. Preparations were then- made to deliver her by a Scanzoni forceps operation. 

Examination under anesthesia on the operating table showed us no reason to an- 
ticipate unusual difficulty. Forceps were applied to the head in the usual manner, 
but vigorous axis traction failed to bring about descent. She was not in particularly 
good condition and the prolonged labor and unsuccessful attempt at pehde deliveiy 
had placed her beyond the stage where a cesarean section could be done safely. A 
pubiotomy was done, the pelvis immediately gaped and traction on the forceps wliich 
had been left in position delivered, without difficulty, a living child. 

At that time the mother was in fairly good condition and I began to repair what 
seemed to be a moderate anterior tear. On trying to insert a retention catheter, a 
procedure which we always do after pubiotomy, I was unable to find the urethral 
orifice, and then more careful examination made me realize with horror that the en- 
tire base of the bladder was tom and open. At the moment it did not seem impos- 
sible to repair this tear, but the anesthetist reported complete collapse. Her condi- 
tion was now so desperate that I thought she would die on the table, hence aU opera-’ 
fives procedures were suspended, the pelvis packed with sterile gauze and patient re- 
turned to her room almost moribund. She recovered from the immediate effects of the 
delivery but she has a vesicovaginal fistula about the size of a ten cent piece, the 
exact relations of which I am not yet able to determine. 
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DR. J. AYESLEY BOA^EE, AACvshington, D. C.~I wish to speak of two points 
only, one of which is the failure that one must expect when he tries to close the 
urethra over a tube. It seems the ideal way, but success may not follow in all in- 
stances. I have done the operation which has been described by Dr. Ward. 

As to the tunneling of the urethra, I did not know that Dr. Kelly had done it, when 
I did it. In 1917 a woman came into my service with a large vesicovaginal fistula,, 
udth no urethra, and with a calculus filling an infected bladder. I removed the cal- 
culus and decided that I would tiy to reproduce the urethra. Dr. AVard tells us that 
Dr. Kelly did this by drawing a flap from before backward. I did it as Dr. AYard 
has done it. I tunneled with a scalpel and made a wide flap of the vaginal mucosa, 
bringing it forward through the tunnel and fastening the anterior end. The edges 
came together or overlapped in this tunnel aperture. I had the pleasure of demon- 
strating, three weeks later, that this operation was a success. I then lost trace of the 
patient but I was not able to got the condition of that woman's bladder satisfactory 
to me to attempt to close the fistula with an infected bladder. In operating on 
these cases we find it is best to fol’ow the plan of reestablishing the urethra first, 
and then closing the fistula. In fact, I believe if wo have a destruction of the 
urethra uitli no vesicovaginal fistula, our best procedure would be at the time of 
operation to restore the urethra, that we establish an artificial vesicovaginal fistula 
for the passage of the urine while the urethra is healing. 

DR. JOSEPH BRETTAUER, Hew York City. — Any one who has had to deal 
with these cases can appreciate the difficulties met with in attempting to close tliis 
defect. I have a distinct recollection of one case in particular, in which Dr. Robert 
Erank and myself made eight different attempts to reconstruct the base of the 
bladder, where this defect followed a symphysiotomy. All the various plastic 
methods w'Cre tried without success; the only method not employed — the use of the 
body of the uterus to close the gap — ^was refused by the patient because of her wish 
to bear more children. AVe w’ere not aware of the method employed by Kelly of tun- 
neling the mucous membrane of the vagina. 

DR. THOMAS J. AV AT KINS, Chicago, Inn. — As as matter of historical inter- 
est, Dr. L. L. McArthur, of Chicago, described an operation similar to the one de- 
scribed by Dr. AVard, which was published in the Transactions of the Chicago 
Gynecological Society in the early nineties. 

DR. AVARD (closing). — Dr. Bovee’s suggestion of reconstructing the urethra 
first, and allowing the vesicovaginal fistula to drain is sound advice, as a rule, but 
in this case it was impossible to construct any urethra until I had constructed some- 
thing from which I could obtain a flap to w'ork with. The whole base of the bladder 
was gone, including the site of the internal meatus and uretlu-a, so I had to close 
the opening into the bladder first. I adopted the ingenious device of Dr. Kelly, 
as published in Kelly’s and Noble’s Operative Gynecology, and I, of course, appre- 
ciated the fact that the flap had mucous membrane on one side only, and that, 
therefore, one side of the artificial uretlira was denuded tissue. I used a very small 
sized rubber catheter to maintain the patency, because I wanted to make the canal 
as small as possible. The catheter was retained in situ for ten days, in the hope the 
tissue would granulate around it on the side where there was no mucous membrane. 

The suggestion of Dr. Farrar of lining the entire canal with mucous membrane 
is an advantage, provided one can get a sufficiently wide flap to give tissue enough 
to complete the circle. If I should get another case I would endeavor to do that, 
but I hope I will never get another one. 
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De. Haevey B. Matthews, Brooklyn, N*. Y., read a paper entitled 
The Effect of Radium Rays upon the Orary. An Experimental, 
Pathological and Clinical Study. 

The object of this study was to ascertain the effects of radium rays upon ovarian 
tissue in (a) rabbits and (b) human beings. A series of rabbit ovaries was ex- 
posed in vivo to different “doses” of radium; removed after varying intervals 
of time; sectioned and studied with reference to histopathologic changes. No 
changes were found in doses below 80 mghr., while those ovaries exposed to 1200 
or more mghr. showed a round cell infiltration; more or less fibrosis in and about 
the blood vessels and throughout the stroma, with few imperfect or no graafian and 
primordial follicles remaining, such changes depending entirely upon the size of the 
dose administered. 

As regards the human ovaries studied, practically the same changes were observed. 
No human ovary, however, has been studied that was exposed to less than SOO mghr. 
of radium. From the data at hand, it seems reasonable to state that after a 600 to 
800 mghr. dose of radium pregnancy in the human being can and does occur, but 
doses above these figures cause sterilit 3 '. It is certain that pregnancj' cannot occur 
following doses of as much as 1200 mghr. or its equivalent. Age is a veiy impor- 
tant factor as regards the effects of radioactive agents. Young liealthj^ ovaries with- 
stand much larger doses of radium than older, less active ones. 

Out of 874 cases of radiated women in the childbearing age, collected from all 
parts of the United States, 39 pregnancies occurred. From these 39 pregnancies, 
20 full term normal babies were delivered. There were 15 abortions or miscarriages 
s.nd 3 premature labors, thus making the ratio of abortions to uoimial labors as 
.1 to 2.6; whereas in Germany the ratio of abortions following x-ray and radium is 
:as 1 to 2.3 in 1512 cases. The estimated ratio of abortions to normal pregnancies 
an the United States is as 1 to 3 or 4, whereas in Germanj’ it is as 1 to 5 or 6. 

In view of the present daj' confusion and uncertainty as regards nomenclature, 
a universal standardized method of expressing “radium dosage” is liighly de- 
sirable. 

Finallj^, the emplojuneut of radium radiations in affections of the female repro- 
ductive and allied sj'stems should remain in the hands of those gjmecologists and 
obstetricians who have had special training in radium therapy^, for the indiscrim- 
inate use of such a valuable therapeutic agent can only reflect to onr discredit. 

DISCUSSION 

DE. JOHN O. POLAK, Brooklyn, New York.— TJiese experiments were made 
with the idea of tiying to answer the question, does radium treatment prevent or in- 
fluence future pregnancies? Our clinical deductions were made from appbcations of 
50 milligrams of radium element to the endometrium for varjdng periods. The con- 
trol of hemorrhage in an excessivety menstruating girl is due to one of two factors, 
the effect on the endometrium or on the follicular elements of the ovary. If radium 
is used to destroy’ the endometrium, naturally that woman will not menstniate, nor, 
iurthermore, if sufficient radium is used to destroj^ the follicular elements or sear 
ihe stroma. lYe had for a long time been using small doses, from 400 to SOO mghr. 
lor the control of these hemorrhages, and as a result noted a relatively fair number of 
ipregnancies, so that we feel that clinicalty it was relative!}' safe. 

The other important point brought out refers to the preservation of the pri- 
mordial cell and its resistance to radium. If the exposure has been long and deep, 
it may imprison the follicle within scar tissue and thus arrest ovulation or destroy 
the follicle itself. 
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DE. WILLIAM S. STONE, New York City. — ^Reference ]ias been made to two 
of my patients sufToring from Hodgkin’s disease, who had been under my super- 
vision for x-ray treatment, who subsequently became pregnant, and were delivered 
of anencephalie monsters. In order to impress upon you the importance of the 
subject, it is proper for mo to refer to some work that has been completed in our 
laboratories at the Memorial Hospital, New York. A female rat was radiated for 
a short time. This rat was mated and the offspring showed deformity, which has 
been continued through seven generations. 

DR. HAROLD 0. BAILEY, New Y'orn City.— With Dr. Bagg of the Memorial 
Hospital, I have now in hand a paper on the same topic. Wo undertook this study 
in a somewhat different way and a most important part of the paper is a review 
of the literature, both as regards the results in human beings and in animals. We 
have come to the opposite conclusion to the one presented by Dr. Matthews. Wo 
concluded it was far better to produce complete sterility rather than have the 
possibility of a damaged germ plasm. The results of experimental studies show 
that disturbances occur in animals that are exposed to irradiation during the various 
stages of development. The work of the Hertwigs on amphibians shows retarding 
of embrj’onie development following irradiation. In animals Bagg has reported dis- 
turbances in development when the animals were treated during pregnancy, and also 
where the mothers were treated several days before mating. With the x-ray nu- 
merous observers have noted defects, specially Little and Bagg. Working on mice 
they found the characteristic effects spoken of by Dr. Stone, defects or deformities 
which can be produced regularly in animals already pregnant, or a pronounced eye 
defect which can be produced and passed through seven generations by treating the 
mother before. she becomes pregnant. On the other hand, Lacassagne and Coutard 
worked with rabbits, as did Dr. Matthews, and concluded that there was a tendency 
to abortion and progressive sterility in the rabbits after treatment. 

Prom the standpoint of the human being we have, first of all, a case of Aschen- 
heim of a woman who was irradiated with x-ray for uterine myoma and the con- 
ception occurred between treatments. The child was an imbecile with eye defects 
and a microcephalic head. Stettner also reports an imbecile born after treatment 
of a myoma during the pregnancy. Dr. Matthews spoke of the 1500 cases of myoma 
treated by Werner. In this group there were 24 pregnancies occurring later. There 
were 9 abortions and 14 children were bom alive, and of these 4 died during the 
first year; 3 children at six and eight years of age were 16 per cent under weight, 
and S per cent under normal in height. 

There is another article which has just been presented by Archangelsky, who at- 
tempted to produce therapeutic abortion in ten women by x-ray treatments. He 
succeeded in seven after they had passed the menstrual period by a few weeks. The 
embryos that were obtained showed head defects. 

With this literature before us we should treat these cases requiring moderate doses 
of radium with a great deal of caution, and it is my own belief that if it is neces- 
sary to treat a young woman with menorrhagia by irradiation, it is far better to 
treat her to complete sterility. 

DE. HERBERT LITTLE, Montreal, Canada. — I would like to add one clinical 
experience in connection with this discussion which bears out a great deal that has 
been said. A young woman, the mother of three healthy children, missed a period 
in June, and in July had some irregular hemorrhages. She consulted a radiologist, 
who diagnosed “tumor,” and suggested the application of radium. Radium was 
applied and the bleeding ceased. I saw her in November and thought she was about 
three or four months’ pregnant. She, however, dated the pregnancy from May, and 
exactly on her fixed date in February she went into labor, and a child weigliing 1680 • 
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grams, was torn spontaneously. The placenta was well developed, showed calcified 
areas, and weighed exactly 2S0 grams. The child was well formed, but bore the 
same relation to a normal child as a stunted Japanese tree to its normal parent. 
Today that child is over two years of age and weighs but ten pounds; its head is 
approximately the size of the clenched fist; it cannot see, and it is doubtful whether 
it can hear; it has three teeth, all molars. 

Subsequently, the mother complained of pressure symptoms, and a fibroid tumor 
was removed which showed no eifect from the radium. 

DE. E. E. KEENE, Philadei.phia. — ^T^ast year Dr. Clark and I followed up a 
series of 500 cases irradiated for benign uterine hemorrhage, and of this number 
there were five pregnancies, four of them in comparatively young women. One 
patient who was 47 years of age, became pregnant during the radium amenorrhea. 
She passed through her pregnancy normallj', but died from postpartum hemorrhage. 
The other four children, as well as the mothers, are perfectly well. 

I have had one case of extensive carcinoma of the cervix to which I applied 4,000 
mghr. of radium in a young woman who was then between five and six months' 
pregnant. This patient was delivered in Dr. Hirst’s department at the University 
Hospital at the end of lier eighth month. Her deliverj' was uncomplicated and 
both the mother and child are well, eight years after the original application. 
Erom our experience in these eases, therefore, I should be inclined to agree with 
Dr. Matthews that a moderate degree of irradiation of the pregnant uterus will, as 
a rule, have little or no effect on the child. The fact that we apply radium 
to but very few women in the childbearing age doubtless accounts for the small 
number of pregnancies above reported. 

We feel very strongly that irradiation in j’oung women is inadvisable. I cannot 
agree with Dr. Matthews regarding standardization of radium dosage. There is, 
unquestionably, a variation in different individuals as regards resistance to radium 
rays, and what might be a small dose in one could easily produce unpleasant re- 
sults in others. Therefore, it has been our plan to underradiate rather than to 
overradiate, and to repeat the radiation as results demanded. 

As to Dr. Bailey’s statement that he believes complete sterilization should be 
produced, I take veiy decided issue. Irradiation in sufficient dosage to produce 
sterilization would, in many instances, bring on an artificial menopause, which we 
know is attended with dire results. 

DE. WILLIAM P. HEALEY, New York City. — I want to add one personal 
experience concerning a young woman who had been married two years and no 
pregnancy had resulted. She came under my supervision because of menorrhagia. 
She was radiated and given only 400 mghr. A year later she conceived. Witliin 
six weeks there were evidences of impending abortion. We kept her in bed for four 
weeks, and the bleeding having subsided, she went on to term and was delivered 
spontaneously of a four and a half pound child, which two and a half years later, 
was apparently in good health. 

It seems to me, that when we try to base our conclusions ns to the effect of radium 
by a studj' of subsequent pregnancies, we cannot altogether blame the radium for 
apparent ill results, because we are dealing with an abnormal endometrium when we 
u-e radium, and we have to remember that the woman might have aborted or might 
not mve conceived at all, no matter how the menorrhagia had been treated. 

^ Again, Dr. Matthews has stated in referring to the treatment of bleeding uteri 
until radium that the dosage is SOO to 1200 milligi-am hours. That, in our experi- 
ence at the Memorial Hospital, is altogether too large a dose. Eor my own part,. 

wou not think of using more than 400 milligram hours of radium within the 
uterine canal as a first treatment to control menorrhagia in a young woman in the- 
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childbearing period of life who was anxious to conceive. I think if you go above 
that, you are asking the woman to take an unfair risk of making her completely 
sterile. 

DR. OSKAR FRANKL, Vienna, Aostkia (by invitation) .—I have become very 
careful in radiating young women in our clinic in Vienna. 

Regarding the term SOO or 1200 milligram hours, I would like to emphasize that 
it is very dilfcrent whether 50 milligram or 100 milligrams of radium are used. 
Therefore, it is not the same thing that different men do when speaking of 800 
milligram hours. 

Underradiation might prove dangerous. Underradiation is a stimulation, and we 
all have experienced that when at first working with insufficient apparatus, deliver- 
ing an insufficient amount of rays, we produced the very condition that we wanted 
to avoid. If we treat a patient with x-ray or radium we must employ a dosage 
sufficient to destroy the follicular elements. 

Concerning the climacteric symptoms, I cannot agree with Dr. Matthews. From 
the use of radium and x-ray, in our experience, they were identical with those after 
castration, whenever all the epithelial elements in the ovary were destroyed. 

I would like to ask Dr. Matthews whether he paid any attention to the inter- 
stitial gland in the ovary. There is a good deal in the literature now regarding 
the interstitial tissue of the ovary. You know that Steinach and Holzknecht were 
the first to claim that after slight radiation the ovary showed proliferation of the 
interstitial tissue. Robert jMe 3 'er, on the other hand, saj’s that after x-ray and 
radium treatment the interstitial gland is obliterated in the same way as the 
epithelial elements. This is of fundamental importance. IVe are not prepared 
to draw any conclusions concerning gland proliferation after x-ray treatment, and 
I would like to ask Dr. Matthews what his opinion is in this respect. Animal exper- 
iments are not conclusive in this respect because they are conducted in a different 
way. If we treat a woman with radium we use the intraccrvical application, and 
I should like to hear from Dr. Matthews whether intraccrvical application of 
radium produces obliteration or proliferation of the interstitial tissue. 

DR. CHARLES A. L. REED, Cincinnati, Ohio. — One phase of this question 
is exceedingly important and extends far beyond the immediate clinical significance 
of the matter, and that is its relation to a proven biologic law. The scientific 
world has, for a long time, accepted the idea that the acquired character- 
istics of one generation become the inborn characteristics of succeeding genera- 
tions. Weisman, however, has set that theory aside and his doctrine remains un- 
impeached. Here we find by this treatment of the germ plasm that there developed 
aeqjiired characteristics, not acquired in the old biologic sense, but evidently 
there is a direct action imparted to- the germ plasm by the radiation. Further- 
more, we find that this becomes an hereditable unique character transmissible in 
a Mendelian sense. If that is true, certainly we have arrived at one of the most 
significant truths in connection with the whole question of biology. It would be 
exceedingly important indeed if these investigations are carried on, as I trust they 
have been carried on, with the view of determining the exact nature of the trau- 
matism upon the germ plasm, and what change in the germ plasm has been noticed, 
and in what part of the germ plasm it has been registered. To what extent have 
the ehromasomes in the human species been influenced by this radiation? 

DR. THOMAS J. WATKINS, Chicago, III.— Notwithstanding what has ap- 
peared in the literature, relative to the treatment of menorrhagia in young women 
by radium, I see very little indication for such treatment. Menorrhagia in young 
women is usually due to general disturbances, often of endocrine origin, and not 
ue to the endometrium. It is, therefore, illogical to treat the endometrium when 
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the cause is elsewhere. Our results with the use of radium for meuorrhagia have 
been that the bleeding has not been controlled unless an amenorrhea has been 
produced; when the menstruations have become reestablished the bleeding almost 
invariably has recurred. 

DE. GEOEGE GEAY WAED, New York Citv. — ^^V e have used radium at the 
Woman’s Hospital in a certain proportion of these cases, appreciating its dangers 
as Dr. Keene brought out, and always endeavoring to underradiate rather than over- 
radiate. We seemed to get satisfactory' results from 100 to 200 mghr., but rarely 
more than 400 mghr., with the understanding that we might have to repeat that 
dosage later on. 

I want to speak of one case that came under mj' observation, of membranous 
dysmenorrhea in a young girl in whom a cast of the uterus, practically perfect, 
was shed each month. She was curetted for her dysmenorrhea and excessive bleed- 
ing without benefit, and I gave her 400 mghr. mth good results in stopping the 
dysmenorrhea and reducing the flow. 

As to the point brought out by Professor Prankl, it makes a difference whether 
you use a tube of 50 milligrams or 100 milligrams and where. I use two tubes 
of 50 milligrams each, place one tube above the other in tandem, thus giving 50 
milligrams to the upper part of the uterus, and 50 milligrams to the lower uterine 
segment in order to cover the entire endometrium. 

DE. MATTHEWS (closing). — ^In reference to Dr. Stone’s and Dr. Bailey’s 
remarks, I think these gentlemen fail to grasp my idea. I spoke of the effects 
after radiation of the follicle and not the effects after irradiation of the impreg- 
nated ovum or embryo. 

The German and French literature is full of reports of monstrosities due to 
radiation after impregnation. I mentioned nothing about this phase of the subject. 
All the work I have done has reference to the changes in the follicular apparatus 
after irradiation. 

The work of Bagg is very interesting, and I am sure it will prove something of 
very great value. However, the effects of irradiation in the lower animals — mice, 
guinea pigs, rabbits, etc., — cannot be assumed to be identical with those in the 
human being, at least at the present stage of our knowledge. 

In reference to what Dr. Bailey said, I did not recommend in these younger 
women doses of 800 to 1200 mghr. for relief of uterine bleeding. I showed char- 
acteristic changes in the histopathology of the ovaiy that has been exposed to 
these larger doses of radium (800 to 1200 mglir.) We do not use these larger 
doses. We use 200 to 400 mghr., the same as Dr. Bailey and Dr. Healy do, for the 
condition under discussion. 


Dr. Charles C. Norris and Dr. M. Vogt, Philadelpliia, Pa., read a 
paper on The Relation of the Endometrium to Ovarian Function, 
abstract of which follows: 

The theory that the endometrium possesses an endoerinal function is at present 
based only upon physiologic and clinical proof. The fact that the endometrium 
differs histologically from other endoerinal glands is no argument against the 
theory, since all other endoerinal glands differ one from the other, in this respect. 
The endometrium probably possesses a definite endoerinal function, which like other 
endoerinal glands, acts in conjunction with certain so-called ductless glands, par- 
ticularly the ovary, to which it is most likely subservient. The endoerinal function 
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of tl\e endometrium probably fluctuates with the menstrual cycle, being most active 
during the premenstrual period. The chief clinical erddenco on which this theory 
is based lies in the established fact that the proportion of women who suffer from 
nerrmus phenomena subsequent to hysterectomy, with conservation of one or both 
ovaries, is much greater than that of those who exhibit painful or palpable changes 
in the conserved ovary. The most conclusive evidence is found in those patients 
who have been treated with radium for the an-est of benign hemorrhages. It is 
difficult to conceive that in almost every case so treated both ovaries are rendered 
functionless. Furthermore, there is much experimental emdence that tends to show 
that in these cases the action of radium is limited to the uterus. In eperations 
upon the uterus ovarian conservation is of distinct value, even if panhysterectomy 
is performed; the ovaries function better, however, and have a longer functional 
life, if a portion of the endometrium can be preserved. The thickened and perma- 
nent premenstrual stage of the endometrium, so frequently present in cases of uter- 
ine myomata, is the result of stimulation of the endometrirun by the prsence of the 
tumor, and accounts for the prolonged bleeding that is often present. 

DISCUSSION 

DR. J, "WESLEY BOVEE, Washington,- D. C. — The menstruation habit seems 
to be so strong in some w’omen that after removal of the ovaries and the utenis 
in ioto, it continues. I have in two eases failed to permanently stop it, though 
employing astringents and the cautery to the scar in the vaginal roof, from which 
the flow escaped. In several cases I have noticed periodical bleeding for several 
months from the rectum, the nose, the throat, the breast or the axilla. This in each 
instance followed menopausal cessation of the menses, and exploration and sub- 
sequent history and events failed to account for the bleeding. In one patient, of 
4S years, the epistaxis was so profuse and prolonged that a rhinologist packed her 
nose for forty-eight hours. 

DR. CAREY CULBERTSON, Chicago. — Dr. Norris’ remarks relative to the re- 
lation between the mucous membrane of the corpus uteri and ovarian function, 
particularly ovulation, opens up a vast field of speculation. AVe have been teach- 
ing now for some years that menstruation is a phenomenon expressing a retrograde 
process in its hemorrhagic stage and that its real function appears in the pre- 
menstrual stage of vascularization. This edema is apparently carried to its highest 
development in the fonnation of decidua, as it appears in pregnancy, and some 
years ago various investigators, among them Gentili, ascribed the production of a 
hormone to the decidua vera. If this cordd be proven for decidua it would be 
equally true, though in less degree, for the vascularized structure of the premen- 
struum. 

"We believe that the young woman is better off for the preservation of menstrua- 
tion, and we agree with Dr. Norris that the nervous phenomena following hyster- 
ectomy with ovarian conservation is proportionately more frequent than is suffer- 
ing due to changes in the ovaries themselves. AYe agree, further, that conserved 
ovaries are of more value, their function better, if the endometrium is likewise 
preserved. We believe that the higlily vascular mucosa, as it appears in the pre- 
menstrual stage, represents this tissue at the height of its function, as function 
is expressed short of pregnancy. The old theory, that menstruation represented 
one of the processes of elimination, though still retained by a few writers, has 

een generally discarded. We may have to reconsider this idea, or revamp it in 
such a way as to make it comprehend a secretion rather than an excretion. 

Dr. Norris’ reference to the phenomena following ovarian ablation brings up a 
point in differentiation, that must be made with respect to the climacteric. The 
c imactenc is due to changes wdiich take place in the endocrine system as a whole. 
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according to the most generally accepted theory, these changes occurring in the 
lOTophysis, the thyroid, chiefly, possibly in the adrenals as well, and as a result 
the ovarian fimetion gradually dwindles away. 

The changes taking place as the result of ovarian ablation in young women 
represent an entirely different process. Here the ovaries are extirpated and their 
function cut off at once. The climacteric changes in the other glands have not 
occurred and the reaction, as expressed by the patient, is accordingly different. 
We should think of this reaction as castration phenomena rather than as the pre- 
mature climacteric. 


Dr. Brooke M. Anspach, Pliiladelpliia, Pa., read a paper entitled The 
Trend of Modern Obstetrics. What Is the Danger? How Can It 
Be Changed? (For original article see page 566.) 

DISCUSSION 

DE, GEOEGB W. DOBBIN, Bautimore, Maryland. — feel that the aggressive 
methods of urgent obstetrics that liave come up in the last few years have been 
developed more for the benefit of the ' accoucheur than for the woman herself, and 
I cannot but feel quite stronglj' that the promise of relief from the pains of labor 
is used by the advocates of these procedures to increase the material gains of their 
practice. Version can be an extremely difficult operation and no obstetrician can 
do many without realizing that under the best conditions a certain number of chil- 
dren null inevitably be lost. 

In 1913 I found tliat a rapidly increasing obstetric practice suggested form- 
ing a partnership with a well-trained obstetrician, and up to the present the alliance 
has been highly successful. 

Wliat Dr. Anspach suggests concerning the difficulty of having a patient 
satisfied in getting the services of an obstetrician that she did not directly engage 
is much more fanciful than real when one is dealing with a partnership. We have 
little or no difficulty in educating our patients to tliis effect; in fact, many of 
our patients realize we are working together and ask that both of us be present at 
the time of delivery. 

Whenever possible, the physician to whom the patient has originally applied 
conducts the delivery, but in the care during pregnancy which frequently covers 
six or seven months, every effort is made to explain to her the workings of the 
partnership, so when she actually falls in labor we have rarely experienced any 
difficulty whatsoever. 

I have no hesitancy in stating that our efficiency has very materially increased 
as the result of the partnership. Two trained men working together can handle 
any case far better than one ■working alone, and in the event of complications 
the advice and moral support of a coworker is most comforting. 

Dr. Anspach ’s results are certainly remarkably good. Before leaving Baltimore 
I looked up our records and find that his are somewhat better than ours. He pre- 
sents an actual fetal mortality of 0.76 per cent. Our mortality is larger than that. 
In the last three years we have delivered 817 women ■with a total loss of 48 chil- 
dren, about 7 per cent. This, however, includes all macerated babies, and death 
that can in no ■way be attributed to the obstetric management of the case. When 
these are eliminated we have only 10 deaths, a corrected fetal mortality of 1.22 
per cent. I must also note that I have been a little more liberal in calculating this 
obstetric fetal mortality, as I have considered one case where death ■was due to 
compression of the umbilical cord, a condition which I think Dr. Anspach eliminated 
in his statistics. 



AJIERICAN GYNECOIiOGlCAL SOCIETY 


621 


DR. WILLIAM C. DAl^FOETH, Evanston, Illinois. — In order to indicate 
■what results may be attained by intelligent application of conservative methods I 
have brought •with me a brief resumd of 1029 cases comprising the -w'ork of our 
maternity for the years 1921 and 1922. Of these 447 -were primiparae and 582 
multiparae. Of these SS6 ■w^ero various cephalic presentations, 665 of them being 
L.O.A. There ■were 48 breech, the remainder being various less common presenta- 
tions. In this series there was a forceps incidence of 19.2 per cent. There were 
23 cesarean sections, 41 breech extractions, including 22 versions. Our maternal 
mortality in this series was 0.39 per cent. In this series the total number of infants 
delivered was 1046. Of these 49 died at some time prior to the discharge of the moth- 
er usually on the twelfth day. The total mortality including all cases up to the time 
of discharge was 4.6 per cent. Excluding premature babies and including all 
deaths ocurring in labor and subsequent to delivery gives a mortality of 3.5 per 
cent. 

In the first three months’ work in this same maternity 144 cases were delivered, 
61 primiparae and 83 multiparae. In this series we find a forceps incidence of 
25.2 per cent. With one cesarean section and nine breech extractions including 
two versions, there was no maternal mortality, and fetal deaths from all cases up 
to date of discharge was 2.7 per cent. 

To compare ■with the 400 private cases which Dr. Anspach has given in his paper, 
I have data upon a series of my own of 400 consecutive cases. One hundred and 
sixty were primiparae and 240 multiparae. Of these 265 delivered spontaneously. 
There were 109 forceps deliveries of which So were low forceps, 13 breech extrac- 
tions, including version and 13 cesarean sections. Excluding premature babies, 
this series gives a fetal mortality of 1.75 per cent. Including all premature babies 
for the entire series and all deaths up to the time of the mother’s discharge, the 
total mortality was 3.5 per cent. 

Among the fetal deaths of babies at or near term we find that three died of 
ablatio placentae, one of asphj'xia from cord compression, two of anemia, these 
children having been delivered in cases of placenta previa, and one which died 
after a difficult high forceps. 

IVlien one considers the figures which Dr. Anspach has just given us of the 
results in a series of cases conservatively managed, and if one in addition con- 
siders the figures contained in the report of Dr. Polak of about a year ago and 
those which I have given in a former report of 500 consecutive cases, it seems to 
me, that the burden of proof rests upon the shoulders of those who advocate rou- 
tine operative interference. These reports all show too clearly the value of intel- 
ligent conservatism. It is not a debatable question that the application of forceps 
in many cases is a beneficent thing, and any man of experience knows that the 
lives of some infants are saved by interference. It seems, however, that the best 
results are still to be expected from a watchful conservatism supplemented by the 
proper carrying out of operative interference upon clear indication. 

dr. HUGO EHRENFEST, St. LQ-dis, Missouki. — ^No discussion of what mod- 
ern operative obstetrics does to the child should be limited to the mortality of 
the fetus. In my monograph, to which Dr. Anspach alluded, I tried to make the 
point that we must include into our consideration all injuries; also those not fatal. 
Many of them may be only temporary in their effect, others permanently invaliding 
the child physically or mentally. I am of the opinion that there are various con- 
ditions still being considered as congenital defects which, as a matter of fact, 
are results of birth injuries. 

IVe should certainly not consider the dangers of obstetric procedures 'to the 
child solely from the standpoint of fetal mortality. 
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DE. HAEOLD C. BAILEY, New Yoric City— Why should these stillbirth 
figures be revised? Is it proper for us to bo excused from delivering premature 
infants and macerated fetuses? Does not the entire subject of toxemia come in 
under that heading? I think it is a great mistake to have a presentation of mor- 
tality statistics along the line the author has taken. Mortality statistics of prema- 
ture dead fetuses, stillbirths and neonatal deaths, I believe, should take all such 
deaths from the seventh month of pregnancy on to thirty days postpartum. 

DE. GAEL IIENEY DAVIS, Milwaukee, Wisconsin. — May I add a word to 
Dr. Bailey’s remarks as to the character of the statistics? They need correction 
and standardization. We should take in everj'thing from seven months on, count 
it all in, and then may consider the operative deliveries separately. 

I, too, have checked up on a series of 405 deliveries for a paper which Dr. Dan- 
forth and I are preparing together. Taking all cases from seven months I had 
a total fetal mortality of 3.9 per cent. There were only three deaths which could 
in any way be attributed to the delivery. Two of those were cases of occipito- 
posterior position in primiparao with flat pelves, with premature rupture of the 
membranes, the fetal heart going bad when the cervix was not completely dilated. 
In each case it was completed manually and the woman delivered finally by version 
and extraction irith dead babjL One w'oman had the old-fashioned easy labor 
pains two minutes apart, where I let fifteen minutes go by without listening to 
the fetal heart, and there was a concealed prolapsed cord, with easy delivery, but 
dead baby. We should indiiddualize every case. Having internes or nurses hold 
back the head when we are trying to reach the hospital is bad practice. One should 
listen to the fetal heart after every contraction during the perineal stage, and 
deliver quickly when the change indicates danger. 

DE. ANSPACH (closing). — If you do not exclude premature birth you cannot 
show the difference between conservative methods and routine operative methods 
of delivery of women in labor at term. If you do not exclude the fetal deaths that 
are entirely independent of the methods employed there can be no accurate com- 
parison. 


De. W. B. Hendry, Toronto, read, by invitation, a paper on The Teach- 
ing of Obstetrics and Oynecology. (For original article see page 
583.) 

DISCUSSION • 

DR. JOHN O. POLAK, Brooklyn, New York.— In order to obviate one of the 
difficulties that Dr. Hendiy has spoken of in regard to correlation, we have in the 
last two or three years made an arrangement with the Department of Physiology 
by which we are allowed to start in wdth obstetrics in the last semester of the 
second year, when our students are getting both embryology and their fundamentals 
in the physiology of obstetrics. We believe that in this way we have men com- 
ing to the junior year who are better equipped to understand obstetrics, and this 
freshens their mind, so to speak, in correlation between embryology and obstetrics. 

Another innovation we have made in the last few years has been a division 
of the class into the three trimesters, each extending over a period of ten weeks, when 
they have cases of obstetrics to deal with. The very introduction of this has been 
to make gynecology elective, only allowing men who have the highest percentages 
in obstetrics to elect gjuiecology, and the proportion of students that have tried 
the elective course has been encouraging. We find the psychology of making 
gjTiecology elective has been one of the best things we have ever introduced. In 
this way, we have been able to reduce the number of men who are taking gynecology. 
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I look upon the teaching of obstetrics and its correlation as the most important 
proposition rve have to deal with. Unfortunately, in the past it has been relegated 
to a secondary position. Surgeons and medical men have been wanting all the 
time, but one of the things upon which we have insisted is that we shall have equal 
rights with the surgeon and medical man under the trimester arrangement, and wo have 
an equal number of weeks with an equal amount of time. 


Dr. Kudolph W. Holmes, Cliieago, Illinois, read a paper entitled The 
Relationship of Utero-Placental Apoplexy to Ablatio Placenta. (For 
original article see page 517.) 

Dr. Feed L. Ad^ur, Minneapolis, Minnesota, read a paper on Placental 
Infarcts. (For original article see page 552.) 

DISCUSSION ON THE PAPERS OP DES. HOLMES AND ADAIR 

DR. PRENTISS WILLSON, Washington, D. C. (by invitation).— In the pres- 
ent state of our knowledge, it seems to me, that any attempt to make an etiologic 
classification of premature separation of the normally implanted placenta must, for 
the. present, center around the clinical and pathologic nature of the so-called utero- 
placental apoplexy of Couvelaire. 

Two years ago, in reporting a case of my own, which was a typical case of utero- 
placental apoplexyq as described by Couvelaire, Williams, and others, I collected at 
that time what I believed to be all the cases in the literature, 69 in nutaber. My 
conclusion from tho study of these cases was that the condition was a toxemic 
one. In 57 cases of this series in which the pathologic notes were sufficient to at- 
tempt drawing conclusions, there was erddence of toxemia in 87.7 per cent, that is, 
of these 57 cases, 50 showed definite evidences of toxemia. Tliis evidence was 
obtained either clinically, from the laboratory findings, or at autopsy. In ad- 
dition to the ordinary evidences of toxemia, there were in some casss such con- 
ditions as ecchymosis of the skin, persistent oozing from the abdominal in- 
cision in cesarean section, persistent oozing from abrasions of the vulva produced 
by delivery from below, which tended to indicate that there was some toxic change 
which had been produced in the blood. 

Wlien we come to examine the pathology of the uterine w'all in these cases we 
find a most striking condition, namely, a marked hemorrhage infiltration tearing apart 
the muscle bundles, and in some cases there were areas, where the condition was 
particularly bad, disassociating them fiber from fiber. In some places there were 
isolated strands of muscle tissue extending across the lakes of effused blood. 

There were two things in connection with the hemorrhagic infiltration of the 
uterine wall which impressed me as of possible significance in an attempt to under- 
stand the nature of the process which was going on. These two things were, first, 
the hemorrhage into the uterine wall in very many eases in the series was definitely 
stated by the observers to have been worse in the subperitoneal layers of the muscu- 
laris, rather than in the deeper layers adjacent to the decidua. This was true even 
over the placental site. 

Another thing that attracted my attention in these case reports was the fact 
that hemorrhage into the uterine wall in many of the cases was noted to have been 
vorse in the neighborhood of the placental site. If the placenta was on the anterior 
nail the hemorrhage was more extensive on the anterior wall than posterior. In 
my case, in opening the abdomen I lifted the whole uterus out for inspection. On 
the left side there was a black effusion directly over the implantation of the 
placenta. 
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In addition to the hemorrhage into the uterine wall, there were areas of necrosis, 
pointed out particularlj' by Gordon Ley, w’hieh occurred independently of the areas 
of extravasation. Areas in the uterine wall showed marked necrosis of the muscle, 
yet it would not be associated with a particular hemorrhage. There was also edema 
of the muscular wall of the uterus, and one very interesting feature was’ the pres- 
ence in about 15 per cent of the cases, as I recall it, of fissures in the peritoneum 
from which blood had escaped in many cases, so that there was in some instances 
an amount of hemorrhage into the abdominal cavity comparable to that produced 
by ruptured ectopic pregnancj\ In other cases there was the presence of blood 
stained serum. In one case of Smilie’s the abdomen was opened at a fortunate mo- 
ment to show the mechanism of the production of these fissures. There was a bleb 
filled with blood which was raised by the effusion under the peritoneum. It is prob- 
able that these fissures are produced by the rupture of these blebs of blood. In ad- 
dition, there was thrombosis in the uterine vessels, mainly in the smaller veins, 
particularly back of the placental site in the uterine wall, but in some few eases 
there was extensive tlirombosis of the larger vessels, particularly in the ease of 
Young’s in which the whole ovarian s}'stem on one side was completely thrombosed. 
The effusion in some cases ran up into the bladder beliind the peritoneum; in others 
it dissected up the posterior parietal peritoneum behind the cecum and behind the 
sigmoid. 

One other point of importance in the pathology was the presence of round cell 
infiltration around some of the hemorrhagic areas, and leucocytes containing pig- 
ment, showing that the process had been a gradual one, and in some oases there 
had been efforts made at repair. Now, it seems to me, the evidence showed con- 
clusively that this was a toxemic process. A point that attracted my attention 
especially was the pathologic evidence that the placenta or. ovum is the soxuce of 
the toxin. I see no other reason why the pathology should be definitely grouped 
around the location of the placental site. Although you may not agree with me, 
my own conclusion is, as a result of the study of cases of premature separation of 
the placenta, that while I do not deny the possibility and probability in some cases- 
of traumatism being the etiologic factor, I believe we are dealing with a definite 
clinical entity of a toxic nature, of which these tj'pical cases of uteroplacental 
apolexy are the severe type. There are also many milder cases in which, because 
we do not have to operate and because the patient does not come to autopsy, we 
cannot prove them to be cases of uteroplacental apoplexy. I am also of the opinion^ 
that the clearing up of the exact nature of this toxemia in these cases wH probably 
shed a great deal of light on the general subject of the toxemias of pregnancy. 
What the nature of the changes in the placenta is, I do not know. 

DB. HUGO .BHRENFEST, St. Louis, AHssouri.— In relation to the general prob- 
lem, I can only state that any one who tries to read the literature on infarcts, and 
this is well expressed in Dr. Adair’s paper, will be struck by the existing confusion 
of ideas, theories and explanations, both regarding the actual histology and the 
origin of these lesions. I personally feel that a good deal of tliis confusion is due to- 
the indiscriminate use of the word infarct. An infarct is a structural tissue lesion 
which originates from some circulatory disturbance, either a hyperemia or anemia. 
In literature dealing with placental infarcts the word at times is applied in this- 
proper sense, often improperly in the description of a fresh or organized blood clot. 
We read about red infarcts. They might be true infarcts. A red area is seen in cross- 
section of a fresh specimen, often called hepatization of the placenta. The red 
area represents a mass of extremely hj’peremic chorionic villi and then actuallj is- 
an infarct. We see the same word red infarct, however, applied incorrectly to a 
similar red mass which on histologic study is found to be an accumulation of bloodi 
within the intervillous spaces. A blood clot is not an infarct. 
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As to true infarcts, macroscopically they represent a whitish mass which histo- 
logically is seen to he a mass of compressed, anemic chorionic villi, very often found 
at the edge of such a hematoma rvithin the intervillous spaces. This hematoma, due 
to typical changes in clotted blood, might gradually be transformed into a mass of 
fibrin. The resulting white mass would be improperly called a white infarct. If we 
would clearly differentiate between the two circulatory systems united in the placental 
area we could more readily differentiate between the two types of red or white areas 
seen in the placenta. We must realize that in both types, whether true infarct or 
hematoma, the red variety might lead, by compression of villi or fibrinization, to the 
changes into the white variety. 

As far as the causes of these placental structural changes are concerned, some 
find them in the mother, and others in the fetus; both might be right. The senile 
changes in placental villi, so splendidly shown in Dr. Fraser’s pictures, and again 
similar changes demonstrated in the vessels of the uterine wall toward the end of 
pregnancy suggest clearly the possibilities of circulatory disturbances in either sys- 
tem, within the villi or in the intervillous spaces. Thus result various pathologic 
conditions, often secondarily changed, histologically very different, which con- 
veniently but incorrectly are spoken of as red or white infarcts. 

DB. OTTO H. SGHWABTZ, St. Louis, Missouni.— I shall limit my discus- 
sion to the changes in the maternal vessels which may be a factor in the pro- 
duction of so-called white infarcts, and also of the condition of uteroplacental 
apoplexy. Goodell, in his work on the involution of the circulatory system of the 
uterus, has described various changes that are characteristic for the puerperiura. He 
states, in describing a case forty-four hours after delivery, that changes were pres- 
ent that must have taken days to occur, and he therefore states as a hypothesis that 
these changes must occur in a great number of cases in some degree before labor 
has taken place. From this suggestion I studied a series of 24 literi, in which 12 
wore between 36 and 40 weeks pregnant. They were obtained at autopsy and by 
hysterectomy following cesarean section. We were able to find changes analagous to 
the changes described by Goodell in postpartum uteri in 11 of the latter cases. In 
some of them the changes were marked, particularly in one case of toxemia. Further- 
more, it is to be remembered that early in pregnancy there is a great swelling of 
many of the vessels and particularly changes in the intima. The thickening of the 
intima also occurs in other parts of the body whenever the circulation is interfered 
with, particularly in the fetal circulation in the vessels leading to the umbilicus 
after the cord is ligated. These intimal changes are also found in cases of hyper- 
tension. Therefore one might expect such changes to be more characteristic in cases 
of toxemia. 

We feel these changes are of particular significance in the condition of uteropla- 
cental apoplexy, the extent of the lesion depending upon the site and size of the 
vessel involved. If a small vessel ruptures in the spongy decidua we may have a 
small retroplacental hemorrhage; if a larger vessel should rupture, we may have a 
more extensive hemorrhage and perhaps definite separation. 

As regards the classification of so-called infarcts, we believe there are three types 

the hematoma, the red and the white infarcts. The red infarct is an early stage 
of the white. There is a definite transition from one to the other. The hematoma 
in its various stages is, obviously, of itself not an infarct. 

DB. CAEEY CULBERTSON, Chicago, Iumhois. — ^After listening to Dr. Will- 
son’s and Dr. Ehrenfest’s excellent pathologic description of these infarcts, I wish 
ouly to say that I have had the opportunity of studying Dr. Holmes’ sections and 
ttiey match up well indeed with the description of uteroplacental apoplexy of the 
Couvelaire type as described by Dr. Willson. The sections of the uterine wall show. 
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first of all, a considerable degree of hyalin degeneration of the muscle fibers and cells, 
and, in some cases, of the connective tissue. The thrombosis of tiie vessels, the round 
cell infiltration, as well as the presence of numerous poljTnorphouuclear leucocytes 
indicate more than an ordinarj’- degree of abnormality. There appears to be the nor- 
mal amount of S3Ticytial elements in the uterine wall, the changes usually seen 
in connection with pregnant uterus. The changes in the placental portion of 
the section of the chorionic villi show the amount of necrobiosis usually found in 
the presence of hemorrhage. These hemorrhagic areas are numerous and often 
extensive. 

DE. HOLMES (closing on his part). — ^^Vhile I dwelt largely on the pathologic 
specimens, the full purport of my paper was a clinical study. 

It is rather startling to bo told by an assistant in Vienna, in 1901, that he 
never had seen a case of premature detachment in his seven years’ residence in 
the hospital, while the Dublin Eotunda has a frequent incidence, or why one New- 
York maternity will have an incidence of 1 in 94, and the other 1 in 395. lYe 
believe the explanation lies in the interpretation of the picture. There must be 
a drastic revision of the picture drawn by textbook writers if we are to hope for 
a more general recognition of cases of premature detachment. Most textbooks 
describe the symptomatology so faultily that we wonder any one, let alone the writer 
himself, could identify a case from the incorrect description. The diagnosis must 
be rewritten. 

It has been reiterated that we may have only a traumatic and toxemia etiology 
for ablatio. I would strongly deny this, and would again state that I believe 
degenerative changes, or inflammatory processes, of placenta and its connections 
may be direct causes. One able pathologist maintained my sections merely demon- 
strated normal uterus and placenta. All others who have seen the sections agree 
that they exhibit extremely unusual pathologic entities. To me it seems absurd 
to agree that all other tissues of the body may undergo inflammatory processes, 
and the placenta may not. How may the fact of villi being literally bathed with 
polj'morphonucleal leucocytes be explained except by inflammatory action of bac- 
teria ? 

It is a remarkable fact tliat Goodell and I could And reports of only four 
eclamptics associated with ablatio, if toxemia is such a vital element. One thing 
is paramount, and that is, to hold that eclampsia and toxemic apoplexj' are produced 
by different poisons which have definite selective actions on different organs. While 
my patient conformed to the type required — an albuminuria — she did not look 
toxemic, but was anemic, and suffering from the stress of severe pain. 

DR. ADAIE (closing).— I admit, as Dr. Ehrenfest states, that the word in- 
farct is not a very good term for this condition, but no one has proposed a substi- 
tute that has been acceptable. 

The relationship between uteroplacental apoplexy, and some of the hemorrhagic 
conditions which we see in the placenta is, I do believe not so difficult to determine 
as one might think. In the examination of many different placentae, one finds 
definite hematomata on the maternal surface of the placenta. I have both gross 
and microscopic sections of hemorrhages on the maternal surface of the placenta, 
and some of these hemorrhages have made excavations into the maternal side of 
the placenta. The fact that some of these hemorrhages are localized, does not 
mean they always remain localized. It is not difficult to understand how there 
may be one small localized area of hemorrhage on the maternal surface of the 
placenta. Furthermore, it is not difficult to imderstand how this localized hemor- 
rhage on the maternal surface of the placenta may later become organized and 
produce a white infarct on the maternal side of the placenta. These hemorrhages 



AIMERICAN GYNECOIiOGICAL SOCIETY 


627 


on the maternal sirrface of the placenta and in the interstitial portion of the 
placenta particularly, seem to be of maternal origin, and the blood seems to be 
maternal blood. 

To be more specifically talking of my own paper, I do believe the white infarcts 
so-called are not a distinct pathologic entity. I believe they are the result of a 
number of different processes. I recognize with Dr. Schwarz and Dr. McKally 
that there are stages in the development of these so-called red infarcts, which I 
think ultimately may lead to the formation of so-called white infarcts, but I do 
not believe that all of the white infarcts result from so-called red infarcts. I 
do not believe that all of the white infarcts have had this antecedent stage of 
red infarction. In some of the specimens which I showed yesterday you could 
see definite degenerative changes of the villi which had nothing to do nnth red 
infarcts. In these areas there were masses of degenerated villi sharply circum- 
scribed from the surrounding normal tissue. 

I may say that more or less intermittently since 1915 I have been interested 
in this subject, and my conclusions are in no way final, but I believe very definitely 
that some of the statements I have made are correct. The white infarct is, I 
believe, the terminal stage of different degenerative processes in the placenta 
which have different etiologic causes. 

The relationship of infection to some of these degenerative processes must be 
considered. In addition to infection the woman in pregnancy may present such 
toxic conditions as may result from nephritis, from preeclamptic toxemia, a groirp 
of conditions which may be grouped under toxemias. 

One other point I should like to make in connection with Dr. Holmes’ paper 
is that we can account for the apparent paucity of cases of eclampsia in asso- 
ciation with ablatio placentae, hlany of these cases are definitely emergency cases, 
and many of them have not had careful observation during pregnancy. I imagine 
if these eases were more carefully observed during pregnancy, more of them would 
be found to have preeclamptic toxemia. I have recently come in contact wdth three 
cases of this sort, and two out of the three had had definite observations made 
during pregnancy, and two, while never presenting the convulsive stage, were 
definitely in the preeclamptic group. The third case had no antenatal observation, 
and I do not know whether she was eclamptic or not. 


Dr. N. Sproat Heaney, Chicago, Illinois, presented a paper on A New 
Method of Estimating the Patency of the Fallopian Tnlbes. (For 
original article see page 581.) 

DISCUSSION 

dr. GEORGE GELLIIORN, St. Louis, Missouri. — I tried this procedure in 
two cases. The patient was put in the Trendelenburg position, the vagina filled 
with antiseptic sointion after the pipette had been introduced, and things seemed 
to go very well until the end of the compression, wdien bubbles returned in both 
instances. In one of these cases I had to open the abdomen later and found the 
tubes patent. Unfortunately I forgot at the moment Dr. Curtis’ method of in- 
flating the tubes with air from the abdominal ostium, so that I cannot say whether 
constriction, atresia, or closure of the tube had occurred near the uterine end. 

Now, I am very far from drawing any conclusions from so small a number of 
cases in view of the results reported by Dr. Heaney. I am quite sure that the 
introduction of air is harmless. The only doubt I have is that pressure by means 
•of an ordinai-j' bulb is not sufficient to drive air through the narrow uterine end 
-of the tube, if that ostium happens to be closed by folds of mucous membrafie. 
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It seems to me, tliis would be a sufficient obstacle to the small amount of pressure 
that Dr. Heaney can employ; otherwise the simplification would be a very welcome 
addition to our procedures. 

DE. BEOOKE M. ANSPACH, Philadelphia, Pa. — In the gj-necologic clinic 
at the Jefferson Hospital we have a sj-ringe of that type ready in all cases in which 
we contemplate abdominal section after cnretteraent or a plastic operation. "We 
have used it in many cases and apparently it is a reliable method of testing the 
patency of the tubes. For the routine application of the Eubin test, however, we 
have preferred to use a carbon dioxide tank with a manometer gauge. This, I 
believe, gives us more reliable and standardized information. We use it in all 
cases in which the tubes may be closed, in which we suspect adhesions, just as a 
matter of observation to see how uniforml}' operation bears out the conclusion 
drawn from the test. 

I have been especially pleased with the method advocated first, I believe, by 
Dr. Curtis, of retrograde insufflation of the tube in cases in which you do a con- 
servative operation, salpingostomy, with the hope of restoring the patency of the 
fallopian tube and securing subsequent pregnancy. Certainly, we find man}' cases 
in which we can open the outer ostium of the tube, yet we do not know without 
this test whether the inner oStium will functionate and make possible the result 
we hope for. 

DE. HUGO EHEENFEST, ST. LOUIS, Missouri.— With considerable personal 
experience with the Eubin method of testing the patency of the tubes, I may say 
that there is a definite place for both methods. The Heaney method is by all 
means the proper way of testuig the patency of the tubes in the operating room, 
but the Eubin method is the only convenient procedure of studying cases that 
come to the oflSce on account of sterility. 

The obvious advantages of the Eubin method over Hoaney’s as an office test 
are briefly the following: Escape of air when we begin to inject is usually un- 
avoidable. If in this way syringe or bulb are emptied too much, the cannula must 
be withdrawn, the bulb refilled and the cannula reintroduced. This is actually 
dangerous with a liquid in the vagina. In the Eubin method I let the gas flow 
at a certain definite pressure and introduce the tube gradually into the cervix, 
with air escaping. As soon as the bubbling ceases I know that I have a tight fit. 
From that moment the manometer rises and is carefully watched. ■ The mano- 
meter will gradually rise to 80 or 100, or more. We see it go down, and when 
neither hissing or bubbling is heard, we know the tube is patent. We stop the 
gas and thus never get enough into the abdomen to cause discomfort. We permit 
a gradual rise up to 180 and 190, and know that, at least this time, neither tube 
was patent for this pressure. We can repeat the same experiment at another 
time which I would advise in every case. If we find gas to pass only at a rela- 
tively higher pressure, above 120, we might assume some stricture. There is an 
advantage in the office test of having plenty of gas behind the tube in the foim 
of a tank to regulate its flow and observe carefully the pressure at which it passes 
through the tubes. It seems plausible that with such accurately measured pressure 
partially or slightly closed fimbriated ends might be opened. As a matter of fact, 
we observe occasionally heretofore sterile women to become pregnant after this 
test. I have two such cases now under observation and records appear with in- 
creasing frequency in the literature where pregnancy has followed the test of 
Eubin. Whether this is mere coincidence or the test had something to do with 
the result, I do not know. 

DE. GAEL H. DAVIS, Milwaukee, Wisconsin. — To simplify the method, the 
apparatus which I exhibit has a distinct advantage over both that of Dr. Fumiss 
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and that of Dr. Heaney. The one with a Y-tube I used shortly after Dr. 
Furniss’ article appeared in Surgery, Gynecology and Obstetrics, and I Ira've 
used it for all tubal tests where pneumoperitoneum was not desired. A 100 
c.c. Duer syringe gives a minimum amount of air that one should have. It 
has been shown in Peterson’s Clinic that some uteri and closed tubes have a 
capacity of as much as 50 c.c., and therefore, if you are depending on the ordinary 
ear syringe you will thint the tubes have been permitting air to pass through 
when it is not the case. I think you will find the smaller apparatus with large 
ear syringe connected with the Rubin cervical tube has a distinct advantage over 
the ear syringe or glass connection shown by Dr. Heaney, due to the fact that 
it cannot break, and it can be fitted tightly in the cervix. It also fits better into 
the ostium of the tube than the Luer syringe described recently by Dr. Curtis, and 
is an improvement over both of these devices. 

I have two patients at the present time who are pregnant following the opening 
of the tubes with pressures of 200 millimeters. 

In this work we should constantly emphasise the possible dangers of tubal in- 
flation, and lay stress on the contraindications so as to keep it from being abused 
and a valuable method condemned due to abuse. 

DR. GEORGE GRAY WARD, New York City.— We have had considerable 
experience with Dr. Rubin’s method at the Woman’s Hospital, and we have now 
records of about GOO cases that were insufflated without any untoward results. 

I wish to emphasize the remarks made by Dr. Ehrenfest as to the value of the more 
scientific Rubin technic. Simpler methods may have their place in certain condi- 
tions. It is very necessary to have a continuous flow of the gas at a definite 
rate of flow. Rubin states that the mercury should rise 100 millimeters in 20 
seconds, and that the rate is to be established with the apparatus before insuf- 
flation is commenced. It is essential to watch the mercury manometer very care- 
fully in order that you do not cause damage by excess pressure. With the method 
of using a syringe or compression bulb, you have no way of accurately gauging 
how much pressure you are exerting. Reuben Peterson has stated, I think, that 
a tube has been shown to blow out by using more than 200 mm. of pressure. In 
other w'ords, it has been established that 200 mm. of mercury is the limit of safety. 
Furthermore, with many of these cases we are able to diagnose whether there is 
partial obstruction or complete obstruction of the tubes. I do not see how this 
can be done with the ear syringe method, as it is necessary to watch the mercury 
manometer in order to know the pressure at which the gas passes through; for 
instance, if the gas passes at 150 mm. instead of 80 mm. it would indicate a par- 
tial obstruction. We have had in our series of cases three that apparently got 
pregnant, due to the insufflation. These were cases that had been sterile for a 
long time and following insufflation promptly got pregnant. 

DR. GEORGE W. DOBBIN, Baltimore, Maryland.—! would like to ask Dr. 
Heaney if he has made any observations as to how much pressure can be obtained 
with an ear syringe. When I first obtained the Rubin apparatus I was much 
impressed by the extreme difilculty in raising the column of mercury by simply 
blowing into the tube. It was with great difBculty that I could raise the column 
40 to 50 mm. and to have pushed it to a height of SO or 100 mm. would have been 
absolutely impossible. 


DR. JOSEPH L. BAER, Chicago, Illinois. — ^I wish to mention briefly two 
cases. One who had been sterile for three years, came under my observation about 
a year and a half ago. I used the Rubin apparatus with a considerable pressure 
b=tece« 170 a.d 180, aod will, this p„ss«,e tabes were found to be 
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patent. Four months afterward I had to operate on her for a ruptured e.xtrauter- 
ine pregnancy. 

The second case was a young married woman with sterility of two years' stand- 
ing. She came in and I again wanted to use the Rubin test, but deferred it until 
after her next menstruation, this being my routine in all manipulations in the 
presence of pregnancy. She did not menstruate. She was pregnant, and I commend 
that one small point in the use of the Rubin of any other intrauterine manipula- 
tion for sterility — to wait for the end of the next menstruation to carry out this 
test. 

DR. LEWIS S. McMURTRY, Louisville, Kentucky. — I would ask Dr. Heaney 
in closing the discussion to state his estimate of the value of this maneuver as a 
diagnostic and therapeutic resource. The etiology of sterility is both complicated 
and obscure, and to properly evaluate this procedure as a therapeutic measure, 
we should determine its results in a considerable number of eases carefully selected 
for this purpose. 

It is well known that pregnancy sometimes occurs in cases where the tubes 
have been extensively diseased, wherein gross lesions have been found; in cases 
wherein one tube has been removed and the other preserved, and under apparently 
hopeless pathologic conditions. Nature is wonderfully resourceful in the process 
of reproduction. 

DR. ARTHUR H. CURTIS, Chicago, Illinois.— There has been such a com- 
plete and free discussion of this subject that I think it is advisable to report un- 
satisfactory as well as satisfactory results. I know of three deaths, one of which 
occurred in a small town not very far from Chicago. It is impossible for me 
to give you the details of that case except I learned that tlie practitioner was 
a young man who had had a very good intemeship and was supi)osed to be cautious 
and careful in his work. Upon inflation with the Rubin apparatus the patient 
died immediately on the table. I understand that no undue amount of pressure 
was used. 

Concerning the second case I know the details of the work. Inflation was done 
without undue pressure, and this patient died suddenly a few days following the 
inflation. 

The third patient unfortunately was on our service; I performed the insufflation. 
We found the tubes were obstructed. We operated for a chronic pelvic infection 
in which, apparently, there were no residual bacteria remaining in the tissues. 
Cultivation of the tissues showed no organisms. There was some cellulitis. I 
anticipate that there may have been an active infection despite negative cultures. 
This patient died of purulent peritonitis three or four days later. We fear that 
the pressure exerted by the use of the Rubin apparatus was responsible; the opera- 
tion was performed without difficulty or unusual incident. 

DR. HEANEY (closing). — To condemn this method because it is too simple 
and in consequence null be used by those of little experience is not, in my mind, 
a condemnation but a hearty recommendation. 

The bulb of the syringe is comparative to the bulb of a blood pressure apparatus. 
You all know that you can get very high pressure in the blood pressure apparatus 
by one bulb ’s pressure after the arm band has been pumped up. ■ The same must 
be true in the use of the ear syringe for this purpose. 

I have been using this method of testing the tubes per laparotomj- since 1900, 
and when you are dealing with a perfectly normal tube, there is no pressure. We 
have been using this method of testing per vaginam for over a year, both in cases 
of sterility and in every case, no contraindications being present, where we have 
operated on the patient vaginally and subsequently entered the abdomen. In 
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cases that were perfectly normal, that is to say, women who had children, where 
there was no histoiy of inflammatory disease, the air passed readily through the 
tube without any pressure. In other words, I want to emphasize that the simifle 
passage of the air through the tubes is not an index that they are normal, but 
the air must pass with ease. If pressure is required, it means that the tube is con- 
stricted either by adhesions or is congenitally small. 

I belie-ye that high' pressures are dangerous' and that if the air does not readily 
pass through the tubes, no attempt should be made bj' the use of high pressure. 
I recently had a tube burst during the laparotomy when very little pressure was 
used, certainly not o'ver 100 mm. Hg. 

In closing, I wish to 'emphasize that "we must not lose sight of the fact that the 
simple passage of air through the tubes does not say that the woman can become 
pregnant. There are many other angles to the sterility question which this method, 
the Rubin method, or any other tubal method, does not solve. 


De. Carl Henry Davis, Milwaukee, Wisconsin, presented a paper on 
Weight in Pregnancy; Its Value as a Routine Test. (For original 
article see page 575.) 

DISCUSSION 

DR. RALPH H. POMOROY, Brooklyn, New York. — Quite obviously Dr. 
Davis does not consider it a tnagnus opus, yet claims a definite feature. We should 
all acknowledge the practical necessity of observing the rveight as one of the 
items of prenatal care, which perhaps in strictly private practice as a rontjne in 
all cases could not be accepted as uf universal importance; but in prenatal 
institutional work I believe it should be accepted without hesitatioa, particularly 
on account of its effectiveness in making an impression on the patient. Our great 
problem in all prenatal care is how to get control of the patient; how to make her 
do what we wish her to do in regulating her life, particularly during the last three 
mouths of pregnancy. These patients become acutely interested in our repeated 
checking up of blood pressure, while the mysteries of laboratory tests and reports 
are beyond their comprehension and prompt no deep reaction of concern on their 
part in our professional orders and instructions. Yrequent and systematic weight- 
recording would vividly impress a prenatal patient and induce her to heed items 
of dietary regime that she would otheiwise persistently ignore. 

dr. FRED L. ADAIR, Minneapolis, Minnesota. — This paper emphasizes the 
importance of the routine antenatal eare of patients, and weighing is a part of 
medical antenatal care. It brings np the question as to what should be included 
under medical observation and in the medical care of pregnant women. 

For the past twelve or more years I have conveniently arranged record sheets 
in parallel columns, so that they include items of symptomatic importance and of 
clinical observation of the patients. These can be recorded with appropriate dates. 
The preliminary examination of the patient, which I make, includes not only the 
obstetrical examination, but a fairly careful physical examination of the whole 
body. In addition to this we have certain routine observations which are made 
periodically and incorporated in our records, including not only the iveight, but the 
patient’s temperature, the pulse rate, the hemoglobin, blood pressure, observations, 
and certain symptomatic observations which are particularly characteristic of 
toxemias. It is very important to make w'eight observations during pregnancy, 
as I believe that they give ns not only an indication of the importance of appro- 
priate diet, but definite data regarding the general physical condition and 
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nutrition of the particular patient. A point whicli is made regarding the rapid 
increase of weight in association with toxemias and the relation to accumulation 
of the fluids in the bodj" is very important, and, associated with tliis, I have ob- 
served a J'apid fall in hemoglobin. If you make routine observations of the hemo- 
globin in these eases, coincident with the rapid increase in weight there is usually 
a drop in the hemoglobin due probably to the mixture of the blood with certain 
tissue fluids when the blood drop is secured. 

In reference to the importance of diet with relation to toxemias and the control ' 
of edema, I am not in full accord with Dr. Davis, not that I minimize its importance, 
but we must regard edema as only a symptom and onlj' one index of toxemias. In 
many cases I have had under observation, we have been perfectly able to control the 
edema and the accumulation of tissue fluids by proper therapy. I am rather sceptical 
about our ability to control toxemia. There are two quite different factors, and 
we must recognize that while there is an intimate relationship between edema and 
toxemias, and while by our therapy we can improve the general condition of the pa- 
tient and remove the edema, still we are unable to control the toxemia. 

DR. DAVIS (closing). — I am inclined to believe that in the production of 
toxemia we have many factors, such as focal infections and others that work to- 
gether, which finally result in the edema. However, excessive eating imdoubtedly 
burdens hard-worked organs and may be an important factor in the production of 
edema and toxemia. I trust you will all use your scales more in the future. 


Dr. Edward A. Schumann, Philadelphia, Pa., presented the report of 
A Case of Periumbilical Ecchymosis Associated with Acute Salpin- 
gitis. 

The patient, P. M., a woman of 27, was admitted to Prankford Hospital 
December 3, 1922, with a diagnosis of ruptured ectopic pregnancy. The family 
and previous medical histories were irrelevant. Since adolescence at 13, she had 
always some irregularity of menstruation with severe dysmenorrhea. She had 
missed one period prior to present illness. Eight hours prior to admission the 
patient became acutely ill with generalized pain, marked prostration and one attack 
of vomiting. The attack was associated with a profuse leucorrhea. The general 
physical examination was negative except for the abdomen which was rigid and 
tender, with some distention. There was a marked area of subcutaneous ecchymosis 
surrounding the umbilicus. This area was deep bluish black, the color fairly evenly 
distributed, more below than above the umbilicus and closely corresponded to the 
conditions described by Cullen. 

On vaginal examination the uterus was found to be the size of a large orange, 
soft, regularlj' enlarged. There was a very marked tenderness on palpation of the 
cerrux which was soft and not fixed. The adnexa were extremely tender, the right 
more than the left. The temperature was 98°; pulse 96; respiration 26; hemoglobin 
So per cent. Red blood cells 4,620,000; white cells 8,800; polymorphonuclears 93 
per cent; small Ij’mphocytes 5 per cent; large lymphocytes 2 per cent; urine nega- 
tive; blood pressure 120-70. A diagnosis of ectopic pregnancy was made, based 
upon the history, the physical findings, and especially upon the periumbilical 
ecchymosis. 

Immediate laparotomy was performed under ether anesthesia with the following 
findings: both tubes were found to be intensely congested, swollen, and dripping 
fluid, yellowish pus from their fimbriated extremities. The appendix was in the pel- 
vis, adherent to right broad ligament, but not acutely inflamed.^ The uterus was 
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Hormally pregnant at two montlis. There was no blood in the abdominal cavity 
at all. 

Both tubes and the appendix were excised and a cigarette drain carried to the 
culdesac. The postoperative course was uneventful, the highest temperature being 
99.2'’ and the pulse 98. Patient was discharged on the fourteenth day, still preg- 
nant and feeling well. The excised tubes showed on section, extremely acute 
salpingitis, the infecting organisms being the streptococcus and staphylococcus. 

A critical review of the above case leads to the emphasis of three points: (1) 
Periumbilical eeehymosis can occur without the existence of ectopic gestation and 
in the absence of any free blood within the peritoneal cavity. (2) The association 
of an extremely acute and fulminating salpingitis, so acute that upon operation, 
eight hours after the onset there were no adhesions whatever observed about the 
tubes, in the presence of a normal intrauterine pregnancy, is most unusual, and 
points to an infection via the blood and lymph channels. (3) The smooth post- 
operative course after salpingectomy for acute salpingitis suggests the possibility 
that the universally practiced consen’atism regarding operative procedures in the 
acute stages of this lesion may be exaggerated. 

DISCUSSION 

DE. JOSEPH L. EAEE, Chicago, Illinois. — The striking feature to me was 
the combination of two exceedingly rare disease entities in one case, the salpingitis 
in the presence of pregnancy being itself sufficiently noteworthy, and then added 
to this the umbilical eeehymosis. 

I went over the literature to see how far back I would have to go to find the 
first case of the former condition, and I found in the transactions of this Society 
in 1891, a series of cases reported by C. P. Noble, in which he spoke of one par- 
ticular case that had a combination of pregnancy with an acute salpingitis. 

With regard to the other half of the combination, the umbilical eeehymosis, 
there is an article in the Wiener KliniscJte Wochenschrift, 1919, xv, by Hostetter in 
which he reports ruptured tubal pregnancy with umbilical ecehymoses, complicated 
by umbilical hernia, but lays no emphasis on it as a diagnostic sign of extra- 
uterine pregnancy. It occurred when free blood was present in the abdomen. Dr. 
Cullen makes no pathognomonic claim for umbilical eeehymosis as evidence of 
extrauterine pregnancy. A ruptured vein of a fibroid, a bleeding corpus luteum, 
a perforated gastric ulcer, or any other source of free blood in the abdomen can 
conceivably do the same thing. In fact, the usual ecchymotic discoloration, as 
described by those who have commented on it, might be conceivable if there was 
an intraintestinal hemorrhage with a very considerable quantity of blood lost from 
a duodenal ulcer. The dark blood in the lumen of the intestine, seen through a 
thin abdomen and a very thin umbilicus, with transillumination, would show dis- 
coloration of the umbilicus, but not of the ecchymotic type. 

The etiology for salpingitis in the presence of pregnancy is of real interest. 
Whether the infecting organism finds its way in at the time the spermatozoa are 
present in the tubes and manages to get into the tubes prior to the shutting off 
of the uterine cavity, or whether it appears later in pregnancy and is lymphatic 
or hematogenous in its attack on the tubes, is debatable. In my opinion the 
route for bilateral salpingitis in pregnancy is via the lymphatics. The lymphatic 
connection between the appendicular focus or sigmoid focus is more likely to be 
the method of approach to both tubes than the hematogenous. The hematogenous 
would show characteristically the embolic infarcts in the tubular wall, while in 
t le ascending cases the picture is that of a purulent endosalpingitis^ and not the 
embolic picture which one would get in hematogenous infections. 
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DE. PEED L. ADAIE, Minne.VPOLIS, IMinnesota.— I did not understand from 
Dr. Scliumann’s report of liis case whether or not there were any other ecchymotic 
spots on the body. In the presence of a streptococcic infection that would be 
quite important. 

DE. HENEY T. BYPOED, Chicago, Illinois. — ^Pormerly we operated upon 
many neglected cases of small and medium sized ovarian tumors complicated by 
pelvic infection and firm adhesions, and thus connected with extensive and intense 
pelvic congestion. In such we usually found not only congestion but hjqiertrophy 
of the superficial as well as the deep blood vessels at and below the umbilicus. 

I believe that the ecchymosis about the umbilicus would not be due to the 
presence of blood in the abdominal cavity, but to the extent and intensity of the 
congestion that had produced the hemorrhage. Extrauterine pregnancy on a rapidly 
grou-iug adherent ovarian cystoma would increase and spread the congestion above 
the pelvic brim beyond that of ordinar}' salpingitis. In such cases a slight trauma 
or an accumulation of hardened feces in the colon might have been forgotten, or 
hardly noticed, and yet might produce the eeclij-mosis. 

DE. JOSEPH BEETTAUEE, New York City. — So far as the ecchymotic 
appearance of the umbilical region as an early sign of recently ruptured ectopic 
pregnancy is concerned, I must confess that in our experience it has been more 
conspicuous by its absence than by its presence. Ever since Dr. Cullen called our 
attention to this symptom, we have been especially careful to make this observation, 
but to my recollection it was present only once, and even in that instance, opinion 
was divided among the members of the staif. 

As to the extremely rare complication of disease in Dr. Schumann’s case, I 
would be willing to accept his explanation only in the event of negative cultural 
findings on the cervix, and of negative blood cultures taken before and after opera- 
tion. A history carefully taken, very often shows some interference with early 
pregnancy. 

DE. SCHUMANN (closing).— In answer to Dr. Adair’s question, there were no 
other ecchymotic spots on the body, nor did the periumbilical discoloration present 
the appearance of the purpuric spots of streptococcic infection. Further- 
more, this patient did not herself present any evidences of a generalized infection. 

In answer to Dr. Brettauer, the history was taken as well as possible. There 
were blood cultures made subsequent to operation which were negative. Smears 
were made from the cervix subsequent to operation which disclosed no unusual 
bacteriology whatsoever. In regard to preexisting salpingitis, I mentioned in 
this ease that the tubes were acutely inflamed. There were no adhesions and they 
were perfectly free and relaxed. 


Dr. Arthur H. Curtis, Chicago, Illinois, read a paper on Chronic 
Leucorrhea, a short abstract of which follows : 

There is now general acceptance of Curtis’ view that chronic infection of the body 
of the uterus is unusual; employment of the curette in attempts to relieve suspected 
endometritis is considered a misdirected and harmful procedure. In contrast, the 
cervix is believed to be an important focus of infection and a chief source o 
chronic leueorrheal discharges. Available measures in the control of chronic 
leucorrliea consist in eradication of gland infection in the vicinitj' of the urethra, 
dilation of cervical strictures, and destruction of hjT^rpl^®^*® glandular 

tissues of the ceiwix. Cure of the diseased cervix may be achieved through radium 
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application, whieli piodnees atrophy of the infected glands, or through surgical 
removal of the endocervix. Destruction of infected Skene’s ducts and urethral 
glands, together -with thorough dilation and radium treatment of the cervix has 
been followed by recovery from chronic leueorrhea in 87 per cent of 104: patients 
treated. 

DISCUSSION 

DE. J. WESLEY BOVEE, Washington, D. C. — ^Dr. Curtis has given us a veiy- 
clear picture of what we find in chronic leucorrheal cases, particuarly the bacte- 
riologic findings. Very rarely indeed do we find the gonococcus in chronic cases 
which have a clear clinical history, and perhaps frequently the patient states that 
gonorrhea was the impelling cause. 

I have carried out in these cases a treatment wliich varies somewhat from the 
plan of Dr. Curtis, — the use of the galvanocautery instead of the radium, in 61 cases. 
Forty-eight of these were private patients. Most of them I treated at my office, 
and a few in the hospital. I cannot give the exact data as to the relative number, 
but certainly many of them give evidence of cures. 

In one case in which I carried out this procedure, using a one-inch cautery, 
I did it merely to test the effect of it as shown microscopically. I removed the 
cervix vrith the rest of the uterus and the appendages which were involved, and 
the pathologist promptly reported that I had destroyed all the infected area in 
the cervical canal, with the exception of a small part at the internal os. In an- 
other case, only three weeks ago, after discharge following galvanocauterization, 
I split the cervix in this single woman up to the vaginal junction and then found 
that the portion I split was three-quarters of an inch in length and over half an 
inch above that, showed a condition of chronic infection, which I cauterized, and 
sutured the cervix incisions. In cauterizing the urethra and Skene’s glands, in 
most cases I have done it under a general anesthetic, but in a few by the appli- 
cation merely locally of a four per cent cocaine solution applied on cotton through 
the external meatus, and one can do this without injury or pain to the patient. 
I do not know what the effects of this wiU be on reproduction. Four of these cases 
were done on women who apparently had otherwise normal reproductive organs, 
were married and living with their husbands and in the childbearing era. Three 
of these women had never been pregnant before. One had been pregnant once 
fifteen years ago, and one twelve years ago. 

DE. THOMAS J. WATKINS, Chicago, Illinois. — There is probably no in- 
fection in the body so much neglected as that of the cervix. Discharge from 
Skene’s ducts generally means infection; one duet being larger than the other also 
generally means infection. Eeinfeetions are common and should be invariably 
guarded against. Although some cases of erosion may be cured by topical appli- 
cations in the office, cases that do not readily respond to such treatment, should 
bo treated radically, either by surgery or radium, or both. After excision of 
extensive erosions of the cervix, it is my custom to use a small amount of radium 
so as to be certain of a cure. 

The almost universal habit of prescribing douches should be condemned. The 
douche u^ally does harm, and seldom good. 

DE. HEEMAN J. BOLDT, New York Crry.— For a number of years it has been 
my custom to treat patients with chronic endocervicitis with the cautery and I 
can frankly say that I have yet to see the first patient who has not been cured in 
that waj’, so that I have not resorted to any other method of treatment The 
cautery should always be used at a white heat and only thrust the point into the 
cervical canal (its entire length) and out again. It may be necessary to repeat the 
treatment two or three times, but I do not at this moment recall that a patient 
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required it more than three times. The repetition of the treatment may be under- 
taken after six weeks or two mouths, but on the hrst evidence of a slight recurrence 
I would repeat the treatment. 

With regard to the office and hospital treatment of these patients, occasionally 
we may find a patient who is in such a hardened condition, if I may use that term, 
that she can bear treatment in the office, preceded by cervical dilatation, and I 
prefer invariably to dilate the cervical canal first. But the majority I prefer to 
treat in a hospital. As a rule, there is no occasion for an anesthetic unless the 
patient is unable to withstand cervical dilatation previously. I have a cautery 
point which is made similar to that of Dr. Bovee’s, an inch and a half long, n-ith 
just the same thiclmess at one end as at the other. It is unnecessary to use a 
tapering point. The ordinary galvanoeautery point is not desirable. 

DE. EALPH H. POMEEOY, Brooklyn, New York. — ^We have been discussing 
with great elaboration the matter of treatment of leueorrhea, but you have appar- 
ently overlooked the importance of certain original work of Dr. Curtis on the bac- 
teriology of chronic infection of the cervix and its relation to our combined re- 
sponsibility as obstetricians and gjmccologists, in trpng to understand the tj-pe 
of story that Dr. Schumann presented to us of an acute, purulent streptococcic 
salpingitis combined with pregnancy. Have we not a huge field for consideration 
as to problems we continually meet with, of the surgically unexplained puerperal 
sepsis and the infected abortion in which we cannot detect or prove any point of 
surgical contamination? How many of us have ever been able to explain satisfac- 
torily the increased incidence of puerperal sepsis, of salpingitis, and of septic 
abortion in connection with "flu” epidemics, in which the presumption may well 
be that the streptococcus has some relation to an infected blood stream, not only 
through the throat, but through associated and activated infection of the cervix 
uteri? 

DE. CUETIS (closing). — I have been interested in the development of so-called 
idiopathic postpartum infections in patieirts who have not been subjected to sur- 
gical interference or to digital examination at the time of labor. Almost invariably 
it appears that there has been either a very rapid labor or disproportion between 
the fetus and soft parts. There is usually a tear in the cervix which extends into 
the broad ligament in such a way that there is opportunity for invasion of strep- 
tococci into the deeper cellular tissues. 

We do not claim that radium is a cure-all or is an ideal means of caring for 
chronic leueorrhea of cervical origin. What we do wish to draw your attention 
to is that we now usually recognize the sources of these discharges, and are, there- 
fore, in a position to relieve chronic leueorrhea. If possible, we ought also to know 
the bacteria which are present. These foci may be eradicated in two or three dif- 
ferent ways; radium, excision of the endocervix, and cautery destruction of the 
diseased tissues are all efficacious. 

(To he coniinved in the Dccemher issue.) 
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SOME ASPECTS OP THE METABOLIC DISTURBANCES OCCUR- 
RING- DURING THE ECLA:MPTIC STATE- 

By E. D. PiiAss, M.D., Detroit, Mich. 

Renry Ford Hospital 


C LINICIANS usually employ the term “eclampsia” to designate 
the occurrence of general convulsions during the later months of 
pregnancy, at the time of labor, or during the early days of the puer- 
perium, Avhen sueh seizures are accompanied by edema, high blood 
pressure, albuminuria, headache and visual disturbances. Pathologi- 
cally, however, these eases are divisible into two main groups, de- 
pending upon the demonstration of a permanent, and probably pre- 
existing, chronic nephritis. When such a lesion does not exist, a liver 
necrosis may be found if the patient' comes to autopsy, although most 
pathologists will admit that it is quite inconstant and may, therefore, 
he secondary. Upon this basis a differentiation into hepatic and renal 
types has been attempted without any conspicuous success. From 
the standpoint of the practitioner a differentiation is important, be- 
cause it helps him to give a more reliable prognosis as to probable 
occurrences in subsequent pregnancies, even though it does not aid 
him in meeting the immediate crisis. Thus far only one absolute sign 
has been discovered — albuminuric retinitis — and it is only of value 
when it is positive, since its absence does not remove the possibility 
of a chronic nephritis. Prom the scientific viewpoint, correct diag- 
nosis would be of value in that it might open up new methods of ap- 
proaching the etiology of these baffling cases. 

Considering, for the time, the whole group of so-called late toxemias, 
certain facts become prominent: a pronounced increase in intraabdom- 
mal pressure — as occurs in primiparous women, in multiple pregnancy, 
and in hydramnios — ^predisposes to the development of, or at least is 
associated with, the hepatic type, while the presence of an impairment 
of kidney function probably precedes the appearance of the renal 
type, and certainly dominates the clinical picture. In .spite of these 
rather essential anatomical differences, it is frequently impossible to 
effect a differential diagnosis at the time of the attacks, since the 
clinical manifestations are practically identical. It would, therefore, 
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seem that there must be a further common etiologic factor, which 
may be excited by overdistentiou or by renal insufficiency. 

Inasmuch as the condition occurs only during pregnancy it has been 
natural to seek for some substance derived from the growing product 
of conception, which may disturb the organism, either by reason of 
the body’s inability to neutralize it — the hepatic type — or, because it 
cannot be satisfactorily eliminated by the diseased kidneys — the renal 
type. This has led to the assumption that there is a specific toxin, 
and the adoption of a general term "toxemia of pregnancy,” as a 
cloak for our ignorance. 

It is extremely difficult to find statements as to the possible nature 
of this hypothetic toxic substance, although, the general opinion seems 
to be that it is an organic poison elaborated by the fetus or placenta. 
An enormous amount of work has been done along this line, but the 
toxin remains undiscovered and, moreover, there is no good evidence 
to prove that it really exists. While it is possible that siich a sub- 
stance may be the ultimate cause of the condition, research in other 
directions should help make clear the intermediate phases about which 
little is known. 

The available clinical facts indicate quite certainly that the under- 
lying etiologic factor is probably operative in all normal pregnancies, 
and that certain disturbances of the ordinary protective mechanism 
serve to precipitate the appearance of untoward symptoms. From this 
point of view it is not surprising that certain patients should exhibit 
some of the laboratory and clinical manifestations of the condition 
without actually being included in the group. The boundary between 
the physiologic and pathologic is usually extremely narrow in_ preg- 
nant women, as in all other individuals, and probably the best evidence 
of this borderline state is the edema of pregnancy. Practically every 
pregnant woman has more or less edema of the lower extremities 
during the latter months of gestation. This is usually considered as 
due to pressure of the enlarged uterus upon the veins di'aining the 
legs and, therefore, purely physiologic, unless it happens to be accom- 
panied by an increased blood pressure or a trace of albumin in the 
urine, when it becomes an evidence of toxemia, even though not 
demonstrably more intense. The more modern view is that this so- 
called physiologic condition is due to the same factor as the later 
pathologic, but that, in the first instance, it is not progressive and, 
therefore, does not lead to the other signs and symptoms which are 
needed to complete the picture of toxemia. Undoubtedly this mild 
edema is accompanied by the same metabolic changes which charac- 
terize the more severe grades of swelling, the only difference being 
one of degree. 

In the last century it was discovered that there were certain dis- 
turbances of nitrogen metabolism in the toxemias of pregnancy, as 
evidenced by alterations in the composition of the urine, and, from 
these older researches, the theory of a primary derangement of the 
protein metabolic processes was developed. This hypothesis became 
so thoroughly entrenched that even now its advocates will juggle the 
facts to explain its impossibilities. Bailey^ in 1913 stated the ease 
very succinctly when he wrote of the urinary changes, that "it is 
probable that except for a lowering of the total nitrogen and changes 
in the various fractions due to the diet and the amount of absorption, 
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the nitrogen partitions in eclampsia will show no great differences in 
relationship.” Losee and Van Slyke® in 1917 disposed of the later 
deaminization theory when they expressed the conviction that the 
toxemias of pregnancy cannot be attributed to the failure in deamini- 
zation of the aminoacids. While it is true that much of this work 
was done under such poorly controlled conditions, incident to the 
difficulties encountered, that it can scarcely he considered satisfactory, 
the utter negativity of the results must be considered as rendering 
these hypotheses quite untenable. 

More recently the development of microchemical methods for the 
study of the various blood constituents has stimulated many workers 
to search for evidence of their unusual retention in explanation of the 
uremia-like character of the eclamptic state. Various observers have 
differed somewhat in their findings but more in their interpretations, 
so that one, who merely depends upon the published reports, is. at a 
loss to learn whether nitrogen retention is significant or not. ^ From 
our own work upon a large number of cases, we must admit that 
we are still unable to interpret our results diagnostically or prog- 
nostieaUy. This is quite at variance with Killian,^ who believes that 
he can differentiate the hepatic and renal conditions by the results of 
blood chemical studies. It is his contention that in the former there 
is a retention of nonprotein nitrogen without a corresponding increase 
in the urea nitrogen fraction, so that the urea percentage is lower 
than normal. While this is undoubtedly true in some cases, we have 
seen a number of patients in whom a high urea percentage has been 
associated with a true hepatic toxemia, and, moreover, a few women 
with definite renal involvement have shown a urea percentage well 
within normal limits. We have never seen the unusually low urea 
values reported by this observer, and can find no confirmation of them 
in the literature. 

The consensus of opinion then, seems to be that there is no uniform 
retention of the nitrogenous materials of the blood in the toxemias of 
pregnancy, and that attempts to differentiate the two types upon the 
basis of these findings are at best most uncertain. Although the 
results have not been uniform, the absence of a constant accumulation 
of any one constituent has generally led to abandonment of the blood- 
retention hypothesis, so enthusiastically discussed a few years since. 

The first investigator definitely to enter a new field of metabolic 
attack was Zangemeister,^ who, in 1919, abandoned the organic toxin 
idea and elaborated his hydrops gravidarum theory, which led him 
to the conclusion that water is the eclamptic poison. Essentially his 
argument is as follows: There is an initial retention in the system 
of water, which gradually infiltrates the tissues until they become 
edematous. After this the blood pressure rises and the kidney begins 
to eliminate albumin, while finally involvement of the brain produces 
the chief nervous symptoms— convulsions and coma. He further as- 
serts that “the primary cause of the edema is an injury to the capil- 
lary endothelium which manifests itself in increased permeability and 
diminished absorptive ability,” although he maintains that these 
changes in the capiUary wall are only indirectly associated with the 
etiology of eclampsia. The evidence which is advanced has chiefly 
to do with the hydremia or hydroplasmia, which is present in these 
eases and which disappears when the condition is relieved 
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There can be no donbt of the general truth of bis statements, and 
we haAm abundantly confirmed the oceurrenee of a definite blood dilu- 
tion, upon Avbicb bis theory rests. According :to Tranter and EoAve'^ 
the serum protein is generally higher in Avomen than in men. We 
baAm found normal Amines in early pregnancy, but from about the 
middle of the gestation period the Amlues tend to become progresshmly 
loAver until they reach a normal minimum just before labor. During 
parturition the blood plasma becomes more concentrated (higher pro- 
tein percentage), but in the first forty-eight hours after delivery there 
is a second and more rapid dilution, folloAved by a gradual return to 
normal. These changes in the serum protein concentration appear to 
be a reliable index of the changing plasma Amlume, and thus confirm 
other Avork Avhich indicates an increased blood content during the 
latter part of pregnane3L 

In the course of the late toxemias, there is usually a still more 
marked grade of hj’-di'emia, Avhieh appears to be roughly proportional 
to the extent of the edema — the more marked the sAvelling, the loAver 
the protein concentration. From the clinical observation that patients 
Avith extreme edema haAm a better prognosis than those Avith no sAvell- 
ing, it might be argued that the general retention of AAmter is a pro- 
phjdaetic measure, adopted by the organism to combat the underljnng 
disturbance, Avhatever it may proA’-e to be. Furthermore, preeclamptic 
patients generally present loAver Amlues for the serum protein than do 
those AAdth conAmlsions, a fact Avhieh maj’- be interpreted to indicate 
that conAmlsions appear only AA'hen the other protective mechanisms 
have failed to effect the necessary improvement. The analog}’- with 
normal pregnancy can be carried still farther, because toxic patients 
shoAV in general the same increase in serum protein during labor, and 
a similar rapid dilution soon after deliA’-erju In fact, the curves for 
the normal and pathologic are quite alike, although one is at a loAver 
IcAml than the other. 

It may Avell be that this plasma dilution explains certain other find- 
ings AA’-hich are otherAvise rather difficult to interpret. The A’erj'- low 
A’alues for the nonprotein nitrogenous constituents generally found in 
normal pregnancy and frequently in the toxemias may thus be A’^ieAved 
as the result of a simple dilution, AAdiile the increased percentage of 
chlorides maj’- be looked upon as a mechanism for maintaining the 
osmotic pressure of the blood, which Avould otherAA’^ise become abnor- 
mally loAA^. In like manner the low serum calcium maj’- be explained 
by simple dilution, although it is conceivable that it may be due in- 
directl}^ to the high chloride concentration. 

As has prcA’-iously been stated, Ave haA’e found in the majoritj^ of true 
eclampties, as Avell as in certain of the nephrities, that the nonprotein 
blood constituents are in normal concentration during the height of 
the attack, except the uric acid AA’^hich tends to be increased. If only 
single determinations are made, it will be assumed that there is no 
retention of these substances anj’^where in the bodj^ but if blood is 
draAvn at daity interA’-als during the conA’^alescent period, it Avill be 
found that, as recovery proceeds, there is a distinct tendencj’- for the 
nonprotein nitrogen to rise during the first forty-eight hours and then 
to return to normal. The therapeutic procedure, Avhich inaugurates 
the improA’ement, apparentty makes little difference, since the same 
sort of curA^e has been obtained after delwery, A'-enesection and mor- 
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pliine. Tlie first named nndonbtedly produces the most definite re- 
sults, as might be expected from its greater efficacy as a remedial 
measure. Apparently, also, the degree of this increase of the blood 
nitrogen and the rapidity with which normal A'^alues are approached, 
varies with the severity of the toxemia and the rate of clinical im- 
provement. 

Ordinarilj'-, a normal convalescence is not associated with such 
changes in the blood chemistry, although in one instance, a similar 
curve was obtained in a patient who showed no signs of a toxemia, 
but who had complained of occasional severe headaches during the 
latter part of pregnancy. 

As a rule, the rise in the total nonprotein nitrogen is accompanied 
by an increase in the urea nitrogen and the uric acid, and also in the 
percentage of nonprotein nitrogen in the form of urea. Moreover, a 
few determinations would indicate that the CO 2 combining power is 
somewhat similarly affected. Observations similar to our own have 
been made previously, but have not been followed up. Thus, Morse," 
1917, Avhen discussing the aminoaeid nitrogen of the blood in eclamp- 
sia, says, “Occasionally, in my series, values slightly higher than 
normal were associated with the period of convalescence. Thus, in 
Case 18, there was a progressive increase in the aminoaeid nitrogen 
during the first and second days after delivery.” And again, the 
protocols of Caldwell and Lyle’^ show that they encountered the same 
thing in a few of their patients upon whom repeated analyses were 
made. 

A definite explanation for this increase in the nonprotein fraction 
of the blood plasma in the presence of a considei'able dilution of the 
plasma itself has not been forthcoming. It was at first thought that 
it might be due to some normal process associated with involution of 
the uterus, but there is ordinarily so little evidence of retention in 
the blood of normal women during the early puerperium that this 
idea is hardly tenable. A later thought was that there might be a 
concentration of the blood, and that the higher values were incident 
to this, but, as has already been indicatedj the blood actually becomes 
more dilute during this period. These changes are, moreover, asso- 
ciated with a profuse polyuria, which would indicate that the kidneys 
are functioning much more rapidly than previously, so that it seems 
rather far fetched to ascribe them to renal insufficiency. 

One other possibility, however, presents itself — ^that the fluid which 
has been attracted into the tissues to produce the edema contains a 
higher percentage of nitrogenous nonprotein materials than the plasma 
itself. Under such conditions, it is obvious that any procedure which 
tends to relieve the edema would automatically raise the concentra- 
tion of nitrogenous waste products in the blood, and would, at the 
same time, lower its protein percentage, since tissue juices are always 
relatively poor in albuminous materials. This hypothesis is so directly 
opposed to the prevalent idea that crj^stalloid substances, and, more 
especially, urea, tend to maintain similar concentrations ’in all 
body fluids that it can hardly be accepted without very detailed proof 
Since it is impracticable to remove any tissue from these patients for 
analysis, confirmation of the idea can scarcely be anjdhing but in- 
direet Hammett, « however, by utilizing the one tissue which is 
available, the placenta, demonstrated that in toxic patients this ora-an 
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contains more nrea than normal, bnt he unfortunately made no parallel 
blood analyses. 

A single experiment of our own may be of interest in this connec- 
tion : During a therapeutic venesection for 700 c.c., the first and last 
50 c.c. samples of blood were collected separately and analyzed simul- 
taneously The second specimen contained somewhat more total non- 
protein nitrogen even though there was a considerable drop in the 
protein percentage, while the changes in the urea and uric acid were 
too small to be of significance. It is probable that this was a purely 
mechanical result of the bleeding, since a marked metabolic change 
could hardly have occurred in the twenty minutes which had elapsed. 
The mechanism involved is supposedly quite simple, for it is well 
proved that the plasma volume tends to be restored immediately when 
any considerable amount of blood is removed from the circulation. 
This extra fluid is drawn from the most available store, usually from 
the tissue juices. 

This idea of tissue retention does not permit us to say the final 
word on the etiology of eclampsia and preeclampsia, even if it is 
confirmed, but it does open up interesting speculative fields. If we 
admit the capillary changes, and there is very good evidence that 
they occur, it is conceivable that the endothelium is so altered that 
it permits the tissues to absorb more than their normal percentage 
of various crystalloid substances. This disturbs the usual osmotic 
relations, so that water is drawn from the blood and the tissues be- 
come edematous. The circulating blood now becomes more dilute, as 
is evidenced by the low hematocrit. Thus, the edema assumes the 
role of a protective mechanism, and the clinical fact that patients 
with marked edema are more likely to recover than those who show 
no appreciable swelling has a definite explanation. It should be 
remembered in this connection that several liters of fluid must be 
held in the tissues before it becomes manifest as clinical edema. 

This increase in the tissue fluids naturally augments the resistance 
offered to the flow of the blood, so that the blood pressure rises in 
order to assure a satisfactory circulation. In true eclampsia, sub- 
sidence of the edema is accompanied by a lowered arterial pressure, 
whereas an increased swelling generally produces a rise. 

Since we know so little of the kidney lesion which permits an al- 
buminuria, it is perhaps dangerous to carry the hypothesis farther, 
but it is conceivable that these organs also become edematous and that 
the albumin is excreted in an effort to bring the osmotic relationship 
of the blood and tissues back to normal, thus also being protective 
in nature. 

The other symptoms, headache, epigastric pain and visual disturb- 
ances, may well be referred to edema, and there is no doubt from our 
pathologic studies that edema of the brain is an almost invariable 
finding at autopsies on eclamptic patients. Moreover, edema of the 
lungs is one of the most dreaded complications. It would seem then 
that water retention may, as Zangemeister insists, well be an essential 
factor in the production of the symptom complex. 

It can scarcely be assumed that these variations are fundamental, 
since the etiology of the capillary alterations is still unexplained. 
Back of them there must be another etiologic factor, about which 
little is suspected and less known. It may be a specific toxic sub- 
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stance, altliongli tliis view has little support at present, or it may be 
a much more commonplace thirig which has not been suspected. "We 
believe, however, that the toxemias of pregnancy are merely the 
extremes of physiologic processes, which are inherent in pregnancy, 
but which for some reason cannot be controlled in certain individuals. 

Thus far, no definite metabolic changes have been associated with 
the actual convulsive seizures, and except for the frequent occurrence 
of increased pressure of the cerebrospinal fluid and the postmortem 
demonstration of cerebral edema, we have no clues as to their etiology. 
We have been inclined, however, to look upon them as efforts on the 
part of organism to overcome the imknown condition, which is their 
actual cause, and have, therefore, subscribed to the view that one 
should actively combat the underlying disturbance rather than at- 
tempt to control the convulsions. 
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Item 


The Forty-ninth Annual Meeting of the American Gynecological Society will be 
held in Hot Springs, Va., May 15, 16 and 17, 1924. 
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